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Abstract
High secure forensic inpatient hospitals provide a wide range of interventions in a 
restricted environment. Patients referred to high security will have both a serious and 
enduring mental disorder and have committed an offence of interpersonal violence with 
significant impact. The task of these services is to restore mental health well-being and 
reduce risk to prevent further harm to others. Evidence to demonstrate whether this task 
is achieved is limited, which has a number of implications for those who deliver care, 
those who receive it and the wider public. To develop a clearer understanding of the 
effectiveness of high secure hospital treatment three different approaches were taken to 
investigate the evidence base for this setting. A systematic review of existing outcome 
research from high secure hospitals was undertaken to establish its scope and rigour. 
Patients who were preparing to move on from high security were interviewed to explore 
perceived values of care that contributed to reaching this stage. A consultation of 
professional experts was conducted to determine what essential elements of high secure 
care were required to improve patient outcomes. Clinical evidence from the best 
available outcome research demonstrates that a range of interventions can improve the 
clinical and social functioning of patients. Pharmacological practices can help symptom 
reduction in patients with enduring schizophrenia and reduce aggression where violence 
is associated with symptoms. Psychoeducation can improve insight in patients with 
schizophrenia and cognitive behavioural therapies enhance coping skills for managing 
intense emotions, lowering risk of violence and preventing re-offending. Patient and 
professional perspectives on the values of treatment aligned with some of these benefits 
and also identified additional key processes for rehabilitation. Developing safe 
relationships with peers and therapeutic alliances with professionals was seen as 
essential in gaining insight into personal difficulties and promoting change. The use of 
clinical evidence, practitioner’s experiences and patient’s values demonstrates the 
contribution each source of information can make to uncovering and understanding a 
system of care. To establish how the sum of the high secure treatment parts impact on 
rehabilitation, and identify which package of treatment is best for whom, ideographic 
investigations that closely and longitudinally monitor change are recommended.
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Chapter 1
High secure forensic inpatient services 
The provision of forensic mental health services
High secure forensic inpatient services in the UK provide specialist mental health care 
for adults with mental disorders, including personality disorder, who also present as a 
significant risk of causing harm to others or themselves (Department of Health, 2008; 
HMSO, 2006). Services are provided across four hospital sites, three within England and 
Wales, Ashworth, Broadmoor and Rampton, and one serving Scotland and Northern 
Ireland, named Carstairs or the State Hospital. Across the sites approximately 1200 
hospital beds are offered (Thomson, 2008). The hospitals operate under the National 
Health Service (NHS) and deliver the highest level of secure forensic mental health care 
at the end of a tier of services, including, medium and low secure inpatient settings and 
community forensic mental health teams.
The processes of referral and admission to high secure inpatient care are conducted with 
the Mental Health Act legislation for England and Wales (MHA; HMSO, 2007), and the 
Mental Health (Care and Treatment) Act 2003 for Scotland (Health Department, 2004). 
Criteria for admission include the presence of behaviour, which poses a grave and 
immediate danger to others and a diagnosis of severe mental disorder, in both nature and 
degree. Referrals are received from judicial, custodial and care settings (Jamieson, 
Butwell, Taylor, & Leese, 2000). Individuals can be admitted directly from the courts if 
found guilty of a serious offence and considered to be suffering from a mental disorder. 
From custodial settings, prisoners, whose mental health status deteriorates, increasing 
the risk to self or others in the prison setting, are also referred. Similarly, admissions 
from a lower secure or non-secure inpatient hospital occur if individual risk increases, 
which means the person can no longer be safely managed in conditions other than high 
security. Admission can also be voluntary (e.g. requesting treatment at the end of a 
custody sentence), however, the majority of patients are involuntarily detained 
(Thomson, 2008). Due to the serious offending profile of patients, the public protection
l
imperative, and the specialist security arrangements of these services, high security 
hospitals are amongst the highest profile services in the NHS (Department of Health, 
2008). Their aim is to restore mental health well-being and reduce risk to enable patients 
to safely function in whichever environment is optimal to their capabilities (Blackburn, 
2004; Hodgins, 2002).
Clinical and functional status of high secure inpatients
High secure inpatients present with a wide range of aetiologically complex and 
overlapping needs. A number of reviews of the clinical and security needs of patients 
detained in high security emphasise both the importance and the complexity of the 
rehabilitation task faced by these services. Those admitted present with enduring and co- 
morbid mental health problems, including personality disorders, and exhibit high-risk 
behaviours, typically with convictions for a serious violent or sexual offence (Grounds, 
Snowden, & Taylor, 1993). From a review of the international epidemiological literature 
on adults offenders with mental disorders (Badger, Nursten, Williams, & Woodward, 
1999), a particularly concise description of the high secure forensic inpatient population 
was identified from Taylor (1998a, p. 138):
“about two thirds o f the men and half o f the women have schizophrenia; about one 
quarter o f the men and one third o f the women have a severe personality disorder, 
within the legal classification ofpsychopathic disorder; and most o f the remaining small 
group have a behaviour disorder in conjunction with mental retardation or severe 
retardation. Two thirds o f the men and 80 per cent o f the women have a history o f  
childhood loss o f a parent or similar disruption; preliminary figures suggest up to 80 
per cent o f the women andjust over 50 per cent o f the men have suffered prolonged 
physical abuse, sexual abuse or both. Over 90 per cent o f the 1500 men and 75 per cent 
o f the 300 or so women resident in any one year have been convicted o f a grave criminal 
offence, about two thirds homicide or other serious personal violence, 15-20 per cent 
arson or fire-setting and around 10 per cent o f the men explicit sexual offenders; among 
the technical non-offenders a similar range o f behaviours short o f homicide had 
triggered admission. All are compulsorily detained. The average length o f stay for men
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with a mental illness or personality disorder is about 7.5 years, for the women around 
10 years, and longer for people with one o f the mental retardations”
This summary highlights the range of mental health needs and significant risk 
behaviours that warrant intervention to ensure the task of mental health restoration and 
risk reduction are achieved. It also identifies the high prevalence of abuse and 
bereavement in the developmental histories of the high secure patient population. This 
demonstrates the case complexity of forensic patients, who present as both offenders, as 
they are most commonly described as in public and academic arenas, but also as victims 
and vulnerable adults. The complex trauma history of patients presents a further clinical 
challenge in addressing the impact that adverse developmental experiences may have 
had on presenting mental health well-being and offending behaviour.
In a more up to date review of the clinical and security needs of high secure inpatients 
some slight changes in the patient population are noted (Thomas et al., 2004). These 
likely reflects changes in practice and policy over time and the public and academic 
arena debates concerning the need for high secure hospitals (Bartlett & Hassell, 2001 ; 
Coid & Kahtan, 2000). Approximately two thirds of men and fifty per cent of women 
inpatients were reported to have a diagnosis of schizophrenia. A notably larger 
prevalence rate for personality disorder diagnoses was reported with a proportional 
increase of twenty per cent for men and thirty per cent for women. In terms of index 
offence a consistent proportion of one in three men had committed homicide although an 
increase in sexual and violent offenders (excluding homicide) was noted.
Epidemiological research on the high secure population does face a number of 
difficulties with the reliability and validity with which clinical and functional status, 
particularly risk, is assessed, as methods for determining patient characteristics have 
varied across studies (Chambers et al., 2009; Lindqvist & Skipworth, 2000). A more 
fundamental issue concerns the lack of theory development to explain the aetiology of 
mental disorders and offending behaviour in a population that experiences both. This is
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evident with the variation of terms such as forensic patient1, offender patient, mentally 
disordered offender and the divergent descriptions of the associations between disorder 
and criminal behavior (Bradley, 2009). Whilst these issues remain ongoing in the 
forensic mental health arena a consistent conclusion is that the needs for this population 
are diverse, heterogeneous and can be interrelated, consequently the provision of 
therapeutic interventions for the task of rehabilitation will need to be multi-modal 
(Blackburn, 2004; Rice & Harris, 1997; Thomas et ah, 2004).
Restoring mental health functioning and reducing risk
Restoring individual patient well-being and reducing risk within high secure services is a 
process of rehabilitation where change is promoted through the individual and the sum 
of the care efforts, which can overlap with one another (Lindqvist & Skipworth, 2000). 
Consistent with the heterogeneous mental health and risk needs of high secure forensic 
inpatients, a host of interventions to achieve positive outcomes2 are provided. Whilst 
there is no national framework to delineate the different types of interventions in UK 
high secure services, nor a concise definition of what high secure care constitutes 
(Crichton, 2009), rehabilitation processes are described in physical, procedural and 
relational domains (Collins & Davies, 2005; Faulk & Taylor, 1986; Kennedy, 2002; 
Kinsley, 1998; Tilt, Perry, Martin, Maguire, & Preston, 2000).
Physical safety within the high secure sites is provided to ensure both public protection 
and promote safety for staff and patients within the hospital environment. The high 
security estates are equivalent to a Category B prison service with perimeter fences that 
are monitored by Closed Circuit Television (CCTV) to prevent the risk of escape for 
those who would present an immediate danger to the public (Crichton, 2009;
1 The term forensic patient is used throughout to refer to any literature that describes patients detained in 
secure hospital settings for consistency purposes with specific reference to the high secure population 
given as required. The more common term mentally disordered offender was not used, as this implies a 
population found guilty o f  an offence, which is not always the case for patients detained in secure 
services.
2 The term outcome refers to an aspect o f a person’s clinical or functional status that is intended to be 
changed through intervention (Centre for Reviews and Dissemination, 2009).
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Department of Health, 2010a). The use of both CCTV and internal alarm systems and 
locked areas, including seclusion rooms, within the sites, also aim to promote a safe 
environment for staff and patients, minimizing the impact of incidents of aggression or 
violence.
Procedural features of the high secure environment cover a wide range of policies and 
practices intended to safely manage communications into and out of hospital, access to 
restricted items and visits to and from the sites. Monitoring of phone calls and letters is 
implemented where concerns exist over the content of communications, for example, 
plans to subvert security, accessing restricted items which may exacerbate mental health 
status (e.g. illicit substances) or increase risk (e.g. weapons), delivering threats of harm 
to others and concerns over child or victim protection issues. Visitor access is also 
managed through security procedures to further eliminate the introduction of restricted 
items into the high secure environment. Lessons learnt from failings in procedures for 
managing child visitations at Ashworth Hospital in the 1990’s represents one clear 
example for the need for procedural security (Fallon, Bluglass, Edwards, & Daniels,
1999).
Relational security refers to a key feature of mental health work (Royal College of 
Psychiatrists, 2003). This is embedded in the quality of staff patient interactions, 
particularly the development of therapeutic alliances, and their duration, staff-to-patient 
ratios and the frequency of therapeutic contacts (James, Fineberg, Shah, & Priest, 1990; 
Kennedy, 2002). The clinical and risk knowledge about patients that staff accumulate is 
essential information to safely co-ordinate and implement care planning across four key 
areas (Department of Health, 2010b). Care professionals communicating clear 
boundaries and encouraging therapeutic engagement represents one of these. These are 
important for high secure patients whose offence histories involve breaches in relational 
boundaries, and who may also be at odds with professional opinion about the reasons for 
their detention, which may impact upon individual motivation to engage with 
interventions. Organisation and monitoring of the social environment is employed to 
create a therapeutic milieu that fosters rehabilitation through support and minimizes
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opportunity for interpersonal conflict, often counterproductive for psychiatric 
rehabilitation (Fagin, 2001).
Integral to the physical, procedural and relational features of high security that promote 
rehabilitation are the multidisciplinary forensic mental health practitioners who organise 
care. Disciplines include, psychiatry, nursing, psychology, social work, occupational 
therapy, vocational services, and security staff (Thomson, 2008). Care is delivered via a 
package of multidisciplinary interventions that are structured by a planning, monitoring 
and review framework, the Care Programme Approach (CPA; Department of Health, 
1990). The CPA is designed to ensure the systematic assessment of each individual’s 
health and social care needs. In high secure services this incorporates assessments and 
interventions which combine to generate an understanding of mental health needs and 
potential risks (Goumay, Benson, & Rogers, 2008). Interventions within high security 
span the full range of forensic mental health disciplines and include, but are not 
restricted to, medication, electroconvulsive treatment, psychological or talking therapies, 
occupational therapy to develop independence and social skills, education training and 
employment and physical exercise.
To demonstrate how therapeutic uses of physical, procedural and relational security and 
specific interventions delivered in high security maps onto domains of needs for patients 
a detailed description is presented in Figure 1 (Glomey et al., 2010). This places the 
patient at the centre of the high security system with what are considered to be the main 
components of services that are provided from admission to discharge. The holistic 
focus on these different components of a care pathway between these stages offers a 
helpful framework to indicate that rehabilitation occurs as a series of interventions, 
rather than specific events in isolation. A challenge is establishing which components 
are essential for which patient’s and whether the sequencing and timing of interventions 
influences the intended outcomes.
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Chapter 2
Investigating the effectiveness of high security services
The importance of establishing “what works” in high secure services
Determining whether high secure services are successful in the task of mental health 
restoration and risk reduction is important for stakeholders within and beyond the 
perimeter walls. For the individual at the centre of the care experience, the principal 
concern is the reduction in suffering from mental disorders and risk, improved social 
functioning and quality o f life, to enable survival in an optimal environment for that 
person (Blackburn, 2004). It is also important to establish what does not work and for 
whom to avoid ineffective care planning or of even greater concern, counter therapeutic 
or iatrogenic interventions that violate the fundamental health care principle, “do no 
harm” (Department o f Health, 2010c). This is particularly difficult in forensic mental 
health systems where a number of adverse effects of detention are significant, for 
example, loss of liberty, social isolation, exclusion from family, and institutionalisation 
(Goffman, 1961; Sadoff, Baird, Bertoglia, Valenti, & Vanderpool, 2011). Monitoring for 
potential iatrogenic outcomes from interventions is therefore strongly advocated in 
forensic mental health settings (Jones, 2007), and could be considered essential in high 
security where the clinical and functional problems are most enduring (Pimm, Stewart, 
Lawrie, & Thomson, 2004).
From a societal perspective, an interest in the rehabilitation of high secure forensic 
patients is driven by the need for public confidence that risk has been reduced before 
discharge to a step down secure service, and beyond into the community. Reports of 
high secure service “failings”, although not always clear in pinpointing the precise 
causes of failures, indicate the danger of discharging patients who remain high risk 
(Mishcon, Exworthy, Wix, & Lindsay, 2009). Also, whilst not typically reflected in the 
public reaction to those detained in high secure settings, there is a social responsibility in 
the provision of care, even for people who commit anti-social acts (Gostin, 2008; 
Rotman, 1990).
For the high secure care provider there is an ethical obligation to provide interventions 
that serve both public and patient interests, as in other forensic contexts (Ward &
Stewart, 2003). Establishing the effectiveness of clinical practices is central to informing 
high secure practitioners’ decision-making about whether an individual is ready to be 
discharged from high security. Equally, the service taking responsibility for an ex-high 
secure resident will want to know whether risk has been effectively reduced. Where this 
information is absent, decision-making is reliant on professional clinical judgement and 
may result in a more risk aversive approach to planning future care provision if there is 
uncertainty about whether change in risk has occurred. Consequently, this may give rise 
to prolonged periods of detention from delayed discharge if decision making is heavily 
based on past behaviour and not evidence of change (Dell, 1980). Of potentially greater 
concern is the risk of adopting a position of therapeutic nihilism, where insufficient or 
absent evidence of patient outcomes gives rise to lack of knowledge about the 
effectiveness of interventions in high security. Limited confidence in interventions is 
likely to inhibit the motivation required to achieve long-term recovery goals for high 
secure patients who present with long-standing clinical problems (Salekin, 2002; Taylor, 
1997).
The potential implications for practice from adopting this position can be demonstrated 
from the neighbouring criminological arena. Research over three decades has 
highlighted both the value and potential pitfalls when investigating what works. 
Following a review of prison interventions for reducing offending behaviour an early 
conclusion was that rehabilitation efforts were ineffective (Martinson, 1974). This 
triggered a significant shift in forensic practice, with a focus on imprisonment rather 
than investment in rehabilitation (Hollin, 2000). However, challenges to the reported 
research that informed the early conclusion that "nothing worked”, lead to a retraction of 
this statement and emphasised the need for caution when interpreting what works 
reviews (McGuire, 1995).
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Finally, from an organisational perspective the values in having a positive reputation in 
forensic mental health care provision and delivering quality assurance are interlinked 
with establishing whether clinical practice is effective (Taylor, 1997). Whilst perhaps of 
secondary importance to the social and ethical values that have been outlined, 
professional identification with an institution regarded as a centre of excellence is 
important to foster a positive sense of staff morale and purpose. From an economical 
stance there is also the matter of cost effectiveness, the need to demonstrate value for 
money in forensic mental health care is increasingly evident with the introduction of 
financial reforms (Fairbaim, 2007). The “ability to benefit” from interventions has to be 
demonstrated to ensure ineffective interventions do not attract resources (Cohen & 
Eastman, 2000). For high secure services, which carry the highest cost of care by 
comparison, this is especially relevant (Table 1).
Table 1. Approximate annual costings for custodial and forensic mental health settings
Custodial / forensic mental health setting Approximate cost (£) per 
person per year
HMP Category B security *i 34,359
HMP Therapeutic Community Category B security *2 43,208
HMP Dangerous and Severe Personality Disorder 
services 3 50,300
Low Secure Inpatient4 152,000
Medium Secure Inpatient4 176,000
High Secure Inpatient Dangerous and Severe 
Personality Disorder services 5 131,000
High Secure Inpatient4 273,000
* Equivalent in security arrangements to high secure hospitals.
1 Ministry of Justice (2011) Costs per place and costs per prisoner by individual prison.
2 Inside information (2010) HMP Grendon Prison Regime Info.
3 Barrett et al. (2009) The assessment of dangerous and severe personality disorder: service use, cost, and 
consequences.
4 Centre for Mental Health (2011) Pathways to Unlocking Secure Mental Health Care.
5 Barrett, Byford, Seivewright, Cooper, and Tyrer (2005) Service costs for severe personality disorder at a special 
hospital.
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Forensic mental health evaluation frameworks
Given the heterogeneity of the high secure hospital population, array of interventions 
provided in high security hospitals and varied stakeholder interests, a wide range of 
evaluation objectives can be set, which may focus on any number and configuration of 
distal (e.g. discharge, re-admission, recidivism, mortality) or proximal (e.g. symptom 
reduction, increased insight, improved social functioning) outcomes (Cohen & Eastman, 
1997). Investigating these in a setting such as high security is a difficult task, as it 
resembles a socially complex service where needs, interventions, contexts and outcomes 
may overlap with one another, which complicates knowing what to evaluate and how 
(Craig et ah, 2008; Wolff, 2000).
Planning and conducting the evaluation of mental health care services in general is 
informed by both national standards and performance indicators linked to specific 
populations and outcomes. Strategic planning in the form of the National Service 
Framework for Mental Health outlines clear aims for services to achieve: drive up 
quality, deliver consistent services, define service models, set and measure indicators of 
high level performance (Department of Health, 1999; Thomicroft, 2000). To provide a 
clear formulation of these aims a conceptual model for conducting evaluation research in 
mental health services has been proposed (Tansella & Thomicroft, 1998). This 
delineates inputs (e.g. facilities, human resources), processes (e.g. diagnostic / 
therapeutic procedures, clinician-patient interaction) and outcomes (e.g. clinical / 
functional status), which are presented across 3 levels of stakeholder interest: national, 
local (service provider) and patient.
Applying such a model to forensic mental health services would be advantageous in 
providing a framework that both highlights and attempts to unpack the difficulties of 
evaluating a socially complex service. This will provide evaluators with a clearer focus 
on where to measure clinical benefits and also identify where evidence may be missing 
or difficult to establish. With this in mind, an adapted framework describing the inputs 
and processes of forensic mental health settings has been proposed and outlines key 
principles of outcome assessment recommended to establish evidence for forensic
11
mental health services (Figure 2) (Cohen & Eastman, 2000). To correspond to the 
diversity of high secure forensic patient’s needs, outcome measurement should be multi­
dimensional to cover clinical, rehabilitation, humanitarian and public safety markers of 
success. These should be investigated over time, given the enduring nature of clinical 
and social functioning of patients and be assessed using standardized procedures. 
Multiple perspectives on outcomes should also be incorporated to avoid neglecting 
important stakeholders views on what worked. This is advocated within the evidence 
based medicine arena that has been heavily influential in driving evidence-based 
practices for a wide range of health-care approaches (Sackett, Rosenberg, Gray, Haynes, 
& Richardson, 1996). Sources of evidence to investigate might therefore include: 
clinical evidence derived from investigations of patient outcomes following 
interventions; the patient, or expert by experience perspective on the value(s) of care and 
the professional or expert by experience perspective on which practices make a positive 
contribution to patient outcomes. Cost effectiveness should also be included as an 
outcome to ensure resources are distributed appropriately.
As a whole, applying the framework to evaluate high secure inpatient services does 
present a significant challenge given the practicalities of incorporating all the proposed 
variables into a comprehensive evaluation, which even the developers acknowledge is 
unapproachable in the confines of NHS resources (see Figure 2). Equally, the level of 
specificity it offers in terms of how interventions influence specific outcomes and what 
the specific outcomes are, is still absent, as in the description of care offered by Glomey 
et al., (2010). However, in parts, specifically the principles of outcome assessment, the 
framework does offer a useful structure on which to both assess the existing evidence on 
outcomes, in terms of whether the principles have been applied, and build evidence of 
effectiveness by contributing new information that adopts them.
12
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Approaches to gathering evidence of effectiveness
Whilst the implications of establishing the effectiveness of high secure services are 
simple to articulate, how this is achieved is more complicated, even when guided by 
evaluation frameworks. Specifically, there are two fundamental issues that warrant 
discussion in the context of investigating whether high secure hospitals are effective in 
their rehabilitation task. The first concerns the degree to which the physical, procedural 
and relational features, specific interventions (e.g. pharmacology, psychotherapy) and 
outcomes (e.g. clinical / functional status change) can be conceptually and operationally 
defined. The second is the level of objectivity-subjectivity with which stakeholders (e.g. 
patients; professionals) can comment on the perceived benefits of treatment, and 
evaluators engage with the evidence gathering and interpretation process that informs 
conclusions about what had worked. These issues form the foundation on which 
decisions of the focus; planning, conduct, analysis and interpretation of an evaluation are 
made.
One concept that is central to investigations of effectiveness, which provides an explicit 
example, is mental disorder (Roth & Kroll, 1986; Szasz, 1960). The existing 
classification frameworks of mental disorders, the International Classification of 
Diseases, version 10 (ICD-10; World Health Organization, 1992) and Diagnostic and 
Statistical Manual, fourth edition (DSM-IV; American Psychiatric Association, 1994), 
have repeatedly been revised with both the emergence and disappearance of different 
types of mental illness. Changes have often been in response to difficulties in 
establishing categories of mental disorder that are reliable and valid (Fulford, 1989; 
Margolis, Sadler, Wiggins, & Schwartz, 1994), principles which are regarded as 
essential in conducting health care evaluations to objectively assess change (Ovretveit,
2000). Revisions have also been argued for on the basis of more ideological concerns, 
which question the conceptual robustness of categories of mental illness (Maddux,
2002). These issues can broadly be framed within two different perspectives on 
gathering evidence: the first is a rationalist stance that assumes knowledge is definitive 
and can be accessed, measured and understood objectively, without bias (reliably and 
validly). The second is a relativist position, which suggests that knowledge is established
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through meaning attached to the phenomena investigated, which is situation and time 
dependent, and is interpreted in the context of individual experiences (Cousins, 2002).
Considered in the context of evaluation of high secure services the two standpoints 
impose distinct boundaries. The former would assume the physical, procedural and 
relational features, specific interventions (e.g. pharmacology, psychotherapy) and 
outcomes (e.g. clinical / functional status change) could be operationally defined. An 
evaluator is therefore capable of studying these “as through a one way mirror” (Cuba & 
Lincoln, 1994, p. 110), removing subjectivity or risk of bias, which could impact upon 
interpretation and conclusion about whether interventions were effective. The aim is to 
measure and analyse causal relationships between interventions and outcomes in a 
value-free framework (Denzin & Lincoln, 1994). To achieve this, methodological 
techniques such as the randomized controlled trial (RCT), which allocates patients to an 
intervention and comparison group randomly, are applied to rule out the risks of bias 
from confounding factors therefore ensuring findings are valid and reliable to the 
intervention investigated.
In contrast, the relativist position assumes concepts evaluated will be made sense of 
individually from personal experience(s), and knowledge of them will therefore vary 
(Guba & Lincoln, 1989). The evaluator and the evaluated are interactively linked and 
findings are shaped within the context of the situation and from the personal experiences 
of both parties (Denzin & Lincoln, 1994). Evaluators therefore need to consider how 
individual experiences and context, within a value-laden framework, might influence 
what sense is made of what is investigated. This underlying meaning is commonly 
explored with techniques such as interviews, focus groups and observations.
Deciding on which position to conduct an evaluation from is complicated by the absence 
of a single agreed perspective or the possibility to assert the superiority of one over the 
other. Selection is therefore more a question of principle than of fact (Olson, 1995). This 
is made evident by debates that have continued in this arena, with re-appraisals and 
challenges of initial assumptions and alternative perspectives, other than relativism or
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rationalism, being offered (Siegert, McPherson, & Dean, 2005). One such approach that 
has been promoted in the evidence based practice arena in being able to integrate 
evidence on processes, subjectivity and the specific impact of interventions, therefore 
bridging the two divergent positions, is a critical realist perspective, (Marks, 2002).
Challenges to the realist assumptions of objective knowledge and the use of objective 
evidence to acquire it prompted the proposition of critical realism (Bhaskar, 1975;
Harre, 1972). Whilst maintaining that causal explanations are achievable, a contrasting 
principle of critical realism is the acceptance of the legitimacy of subjective experience 
and social and historical context, when making sense of experiences (Delanty, 1997, 
2005; Issac, 1990). Consequently the position (personal, social, historical contexts) of 
the evaluator, and individual / intervention evaluated, warrants investigation when 
interpreting individual benefit. The distinction from a strongly relativist stance is the 
rejection of the notion of anti-empiricism, maintaining that causal relationships can be 
identified but context needs to be considered (Pilgrim & Rogers, 1994).
For the purpose of evaluation critical realism offers certain advantages in permitting 
methodological pluralism. In one sense it widens the lens through which to understand 
and conduct evaluative research by investigating the role of context rather than just 
controlling for it, which does not reflect the social world (Sayer, 2000). Considering the 
polar perspectives of rationalism and relativism, the former assumes knowledge is 
accessible and quantifiable, but may marginalize important individual experiences and 
more fundamentally the reasons why an intervention is effective for a specific 
individual. Conversely, the relativist assumption that causal relationships are not 
possible to apprehend has significant implications when asking what is effective and by 
how much (Williams, 2003). In contrast critical realism has a degree of explicatory 
strength whereby it is assumed possible to identify causal relationships (e.g. intervention 
-> outcome), how they work and conditions required for this to happen. This is 
consistent with the notion of socially complex systems, such as high secure hospitals, 
where awareness of the context in which evaluation is conducted is necessary to 
understand what mechanisms bring about change (Houston, 2001), and why perhaps an
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intervention works in one context but not another (Wilson & McCormack, 2006). 
Similarly, these assumptions also align with the evaluation framework previously 
presented that proposes a number of causal relationships will need to be interpreted from 
a range of perspectives (patient, professional, public).
Whilst a critical realist approach is advocated in the evidence based practice arena, it is 
not exempt from critique. Principally there are few examples of its application (McEvoy 
& Richards, 2006) and therefore limited empirical evidence with which to consider its 
contribution as a competing perspective (Kemp, 2005). A further pitfall is the neglect of 
the “critical” aspect where researchers fail to critically consider how subjective 
interpretations might influence research findings (Hammersley, 2009). As a consequence 
the transparency of the lens through which evaluations are investigated, analysed and 
interpreted to form conclusions is often unknown (Krauss, 2005). It is therefore essential 
to reflect on personal values and social processes that may tint the investigation and 
interpretation of interventions delivered in health care settings.
Existing evidence for the effectiveness of forensic mental health services
Within the forensic mental health literature there are a number of existing reviews that 
have focused on the rehabilitation of forensic patients. These have provided forensic 
mental health practitioners with some indication of the quality of the evidence base for 
effective interventions with this population, and offered future directions for advancing 
this. A summary of these review findings is provided below. Consistently, the evidence 
for effective interventions for forensic patients has been described as absent or lacking in 
methodological rigour. Anecdotally it could be argued this status is applicable to high 
secure forensic inpatient hospitals, which represent the longest-standing secure inpatient 
services. However, the degree of confidence with which this assumption could be made 
is discussed in more detail and a more focused review for this specific level of forensic 
inpatient provision is recommended.
In an early review of the effectiveness of interventions in secure hospital settings a 
number of issues concerning provision and outcome were identified (Quinsey, 1988).
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Across secure facilities there was a notable absence of interventions, which raised 
concerns about the potential neglect of rehabilitation responsibilities (Curran, McGarry, 
& Shah, 1986; Scheidemandel & Kanno, 1969). Consequently, it was claimed that such 
services were hospitals by name but not by function (Monahan, Davis, Hartstone, & 
Steadman, 1983). Where interventions were reported, their description and 
documentation was often absent, the theory of change underpinning their functions were 
unsophisticated and their implementation was inconsistent. In the few instances where 
outcomes had been investigated, findings were not encouraging (Roth, 1985). 
Recommendations for forensic mental health services were to improve the theory and 
practice of interventions for targeting the clinical and functional status of forensic 
patients and to ensure these outcomes were evaluated (Quinsey, 1988).
Almost a decade on, the status of research evidence was reported to have remained 
unchanged, with claims that little remains known about what improves outcomes for 
forensic patients. On the basis of a review of effectiveness research for a wide range of 
clinical and risk characteristics of forensic patients, it was concluded that “outcome 
research was almost non-existent” (Rice & Harris, 1997, p. 164), A call for a significant 
increase in research activity was raised. An emphasis was also placed on conducting 
monitored controlled trials, perhaps not coincidently at the same time the RCT was 
being promoted in the wider evidence-based health care field (Sackett et al., 1996). A 
focus on routinely collected short and longer-term outcomes, including potential risks of 
interventions causing harm, was additionally recommended. A further proposition was 
for practitioners to consider clinical evidence from fields that intersect the forensic 
mental health arena, for example criminology and psychiatry, as a guide to intervention 
provision. This was argued on the basis that the rehabilitation targets of these services 
are not necessarily mutually exclusive, nor are the populations (Biles & Mulligan, 1973; 
Penrose, 1939).
Around the same time within the UK a series of reviews, commissioned by the High 
Security Services Commissioning Board, were undertaken to investigate the evidence of 
aetiology and care provision for forensic patients. Consistently, effectiveness research
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was found to be of limited availability and quality. Some encouraging findings were, 
albeit tentatively, reported. Specifically these indicated an increased optimism in the use 
of cognitive therapies for those with personality disorder (Hagell & Bourke Dowling, 
1999) and improvements in mental health and social functioning following residency in 
therapeutic communities (Lees, Manning, & Rawlings, 1999). However, a problem that 
was still considered central to forensic patients was the absence of clearly articulated 
theory to explain associations between risk and mental health, this being seen as 
essential for informing the provision of interventions that responded to patient’s needs.
A subsequent review aimed at identifying forensic mental health research priorities 
reported a number of issues that would warrant attention to improve upon the existing 
evidence base (Hodgins, 2002). The lack of research into the effectiveness of 
interventions, and a lack of reported information about the content of interventions in 
these settings, and who receives them, echoed previous review findings (Quinsey, 1988). 
Consequently, where outcome evidence was available, determining how representative it 
was for reporting what had worked, for whom and under what circumstances was not 
possible (Müller-Isbemer & Hodgins, 2000). The importance of including common 
validated assessments of clinical and functional status change, to facilitate 
communication among practitioners, was also added to the existing research agenda 
(Hodgins, 2002).
In a review of evaluations from institutional and community settings it was noted that 
the state of forensic mental health outcome research had not progressed far from its 
initial position (Blackburn, 2004). With the exception of an increase in the delivery of 
interventions in forensic mental health settings (Blackburn, 1993), the absence of 
evidence for them, or lack of controlled evaluations, was highlighted. A further 
recommendation was that evaluations be continued over time to be consistent with the 
enduring mental health status of forensic inpatients, as opposed to an infectious disease 
model, where a “cure” acts as an immediate prevention. This raised an important issue 
concerning the feasibility and validity in focusing solely on conducting rigorous 
controlled studies, given the individual exposure to a multitude of interventions. Whilst
19
the reductionist approach of investigating interventions in "isolation" to the wider care 
system produces a piece-meal answer to the effectiveness of services, this should not 
exclude the use of alternative evaluation approaches to investigate the cumulative effect 
of high secure hospital treatment (Lindqvist & Skipworth, 2000).
In the most recent review, a focus on providing practitioners with a comprehensive 
evidence-base of empirically and theoretically supported interventions for forensic 
patients, was undertaken in response to the increased application of therapeutic 
approaches validated from non-forensic mental health settings (Knabb, Welsh, & 
Graham-Howard, 2011). A key concern being the adoption of evidence for a 
heterogeneous population that presents with a “dizzying array of target concerns”
(Knabb et al., 2011, p. 122). A number of new intervention approaches were identified 
alongside the more established (in terms of longevity rather than empirically) 
rehabilitation approaches. However, consistently, for a number of interventions evidence 
of effectiveness was still absent and where clinical indications of outcomes were 
available, evidence remained limited in quality.
Faced with repeated conclusions that the forensic mental health evidence base is limited 
in scope and quality, it could be assumed this position applies to high secure forensic 
inpatient services. However, the extent to which conclusions from evidence reviews are 
generalizable in this way warrants discussion. Fundamentally, the methods used for 
collating evidence were not clearly reported and in some cases the brevity of them is 
acknowledged (e.g. Blackburn, 2004). Evidence of a significant fugitive literature, that 
is research outside of peer-reviewed journals and books, in forensic mental health 
inflates this problem (Fazel, Grann, & Lângstrôm, 2009), particularly where reviews 
intentionally excluded unpublished evidence (e.g. Knabb et al., 2011). Through applying 
systematic review procedures to gathering effectiveness research, problems of missing 
valid evidence can be circumvented (Centre for Reviews and Dissemination, 2009). This 
approach would permit a more comprehensive approach to collating and assessing 
research evidence, which in turn can be used to establish whether the reported status of
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the forensic mental health evidence base is indeed representative of the high secure 
services population.
A more complicated issue concerns the extent to which evidence from non-high secure 
forensic mental health and non-forensic mental health but intersecting settings, such as 
custodial and general psychiatric services, can inform which interventions are effective 
for the high secure hospital resident. As proposed in an early review it was suggested 
that interventions in custodial and mental health settings will also be effective for 
forensic inpatients (Rice & Harris, 1997). This is supported by claims that the risk 
factors for re-offending are no different between forensic and forensic mental health 
populations and these two populations are not mutually exclusive, with evidence of 
revolving doors between prison and secure hospital settings (Biles & Mulligan, 1973; 
Bonta, Law, & Hanson, 1998; Penrose, 1939). However, whilst these observations 
present some argument for high secure hospitals adopting outcome research from 
elsewhere, there are a number of counter arguments that need to be considered to 
identify the implications for applying evidence that may not be relevant.
Principally, advocates of this approach to informing intervention provision in forensic 
mental health practice acknowledge that there is currently insufficient clinical evidence 
to support it (Rice & Harris, 1997). This has been demonstrated in research on the use of 
offending behaviour programmes with individuals with mental illness, which have 
recommended that more robust research is needed to be confident about the value of 
prison developed offending behaviour interventions for secure patient services (Nagi & 
Davies, 2010; Rees-Jones, 2011; Sainsbury Centre, 2008). A further caution in drawing 
on evidence from such interventions is the recognition that forensic patients would 
typically be excluded from them, certainly within the UK, as a result of mental health 
issues, which are considered to impact on individual ability to benefit (Sainsbury Centre, 
2008). Whilst it has been suggested that modifications to established programmes for 
offenders would render them more applicable in a forensic mental health context, a 
concern is whether tailored approaches to rehabilitation could be considered comparable 
when aggregating outcome findings to determine effectiveness (Nagi & Davies, 2010).
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Such concerns are underpinned by fundamental ideological differences of relational 
security and rehabilitation between prison and hospital services (Gunn, 2000). The 
therapeutic uses of physical, procedural and relational security in secure hospitals may 
not compare readily with equivalent elements in prison services, and therefore the 
impact on outcomes may also be different.
On a similar basis the relevance of clinical evidence from different levels of secure 
inpatient provision, such as medium and low secure services, and from non-forensic 
inpatient settings might seem evident, given that high secure patients are admitted from 
and discharged to such settings. However, variations in therapeutic uses of security 
(environmental, procedural, relational), intervention provision and evidence of 
epidemiological differences are likely to render outcome evaluations unique to specific 
services rather than applicable to all (Lindqvist et al., 2009). Patients detained at the end 
of the secure hospital services pathway are characterised as suffering from more 
enduring mental disorders and present a higher risk of harm to the public or themselves 
compared to patients held within less secure hospitals, and some detained in prison 
(Berry et al., 2003; Marshall & Willmot, 2011; Pimm et al., 2004; Smith, White, & 
MacCall, 2004). Therefore whilst interventions may be effective in low and medium 
secure forensic mental health services or general psychiatric care; it would need to be 
determined whether these are effective for individuals who present with more long­
standing mental health needs and challenging behaviours. As with the criminological 
literature there is no clear empirical indication that evidence from these settings can be 
extrapolated to high security services. Without this information it is argued it would not 
be possible to say with confidence that what works in one setting will work in another. 
Equally, it cannot be concluded that an intervention is ineffective, or worse, iatrogenic.
Whilst adopting evidence from non-high security services is problematic for these 
reasons it is important not to conclude that evidence of effective interventions from other 
settings should be ruled out altogether. If it could be demonstrated that empirical 
evidence established in high security settings corresponded to findings from other 
services a stronger argument for extrapolating outcome research could be made. The
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pragmatic and theoretical recommendations from existing reviews should also not be 
overlooked in terms of providing useful criteria for evaluating the quality of both 
existing and future high secure hospital outcome research. Theories of change for 
interventions should also be clearly described to explicitly identify relevant outcomes 
and consider potential confounding factors, and descriptions of patient’s and procedures 
should be sufficient to assess the generalizability of research findings (Hodgins, 2002; 
Quinsey, 1988).
The use ofRCTs for producing valid and reliable findings, and the monitoring of its 
procedures to ensure methodological rigour, has also consistently been recommended 
across reviews to ensure evaluation “quality” and in turn increase confidence in outcome 
findings. Rooted in evidence-based medicine the RCT sits at the pinnacle of a hierarchy 
of evaluation methods, offering them as the “gold standard” for evaluating effectiveness 
(Sacks, Chalmers, & Smith, 1982; Slade & Priebe, 2001). This status has been promoted 
on the basis of the procedures of the RCT that aim to minimize the risk of bias from 
participants, investigator(s) and confounding factors external to the intervention(s) 
investigated (Campbell, Stanley, & Gage, 1963). The use of a control condition permits 
evaluators to investigate whether changes in assessed outcome(s) are associated with the 
intervention or occur as a result of extraneous variables that exist in the setting in which 
it is delivered. Random allocation of participants to intervention and control conditions 
removes the risk of biased selection and gives each participant equal chance of being in 
either, which aims to ensure the distribution of unique individual characteristics that 
might influence individual change is also equal (Smith & Davis, 2004). Finally, the 
“blinding” of participants, intervention providers and evaluators, to allocation removes 
risk of bias from each of these roles, where knowledge of condition, and therefore the 
anticipated outcome, may influence, participant performance, intervention delivery or 
outcome assessment (Jadad et al., 2001).
Given the rigour of these methods that produce evidence with high validity it is 
unsurprising that the RCT has been heavily promoted throughout the reviews previously 
summarised. In other related arenas its influence has been so significant that evidence
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generated by other methods can be seen to be inferior and therefore ignored (e.g. Hollin, 
2008). However, despite this backing it is important not to overlook certain key issues 
with the RCT approach that have implications for its use in applied settings, such as high 
secure hospitals. Specifically, these include the weight of RCT evidence compared to 
evidence from alternative methods, the practical challenges with applying its stringent 
procedures in a socially complex service and the evaluation questions that it cannot 
answer.
When comparing in detail the methodological rigour of studies employing RCT designs 
with non-randomized studies, it has been demonstrated that RCT research does not 
necessarily correspond to improved quality over and above alternative methods (Ferriter 
& Huband, 2005). With respect to the necessary conditions to conduct an RCT in a 
setting such as high security, the financial and time requirements in addition to the 
number of participants willing to be included represent logistical challenges which may 
explain the limited number of studies of this kind conducted in forensic settings 
(Farrington & Jolliffe, 2002). Alongside these practical issues, a complicated ethical 
implication that is often debated with the use ofRCTs concerns the withholding of an 
intervention for the participant who is allocated to a control condition (Hollin, 2011). 
This may be particularly contentious where involuntary detention is imposed on the 
basis of treatment. A counter argument to this position is the ethical implications of 
delivering interventions with no evidence, where outcomes are focused on reducing 
individual suffering and risk of re-offending.
In terms of which evaluation questions RCTs might not be best placed to answer, as with 
the proposed superiority over other evaluation methods, a limitation of the RCT 
approach concerns the assumptions underpinning its application. The controlled 
conditions it employs are argued not to represent the reality of a socially complex 
setting, as previously discussed (Sayer, 2000). Consequently the extent to which “real 
life” questions in “real life” clinical situations can be provided via controlled conditions 
has been brought into question (Mulder, Frampton, Joyce, & Porter, 2003). This is 
certainly applicable to investigating the evidence of high secure services where a host of
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structured and unstructured interventions with permeable boundaries may influence 
individual outcomes (Wolff, 2000), and other factors beyond these may also influence 
change, for example, family relationships or perceptions of stigma (Warren, Zaman, 
Dolan, Norton, & Evans, 2006). In this sense the procedures of the RCT lend themselves 
more to pharmacological trials, as in the context of evidence-based medicine, rather than 
psychological therapies that are difficult to mask by blinding (Crawford, Weaver, Rutter, 
Sensky, & Tyrer, 2002) and are evidently different in terms of their delivery, for 
example the delivery of psychological therapy is unlikely to follow a standardised 
protocol such as those of medical treatments (Bower & King, 2000).
Given these issues, focusing solely on RCTs to investigate outcomes needs to be 
carefully considered as this leads to excluding the contribution of evidence from other 
evaluation methods that may be of equal value and also may provide answers to more 
complex processes that contribute to individual change. This was highlighted from one 
of the existing reviews that recommends evaluations for those with enduring often co- 
morbid mental disorders and long-standing multiple social functioning difficulties are 
longitudinal in response to the exposure to multiple interventions and environmental 
contexts (Blackburn, 2004). This is more consistent with biopsychosocial models that 
propose interactive factors influence mental disorders (Engel, 1977), and dynamic 
systems theory, which if applied to psychological change, anticipates that rehabilitation 
will be characterized by variable shifts in functioning (Mahoney, 1991). The latter 
assumption contrasts with the disease model approach that has been central to 
psychiatric practice (Seligman & Csikszentmihalyi, 2000), where treatment is provided 
and the cure expected.
25
Summary
Aligning the social, ethical and financial implications for establishing whether high 
secure forensic mental health hospitals are effective in rehabilitating patients admitted to 
them, with findings from existing forensic mental health evidence base reviews, a 
focused and more up-to-date systematic review of outcome research for this setting is 
required. Consistent with the meta-synthesis approach taken in the field of criminology 
(e.g. Lipsey & Wilson, 1993), establishing which interventions for high secure forensic 
patients work would similarly be beneficial to validate clinical approaches with this 
population (Howells & Hollin, 1993). As these approaches may have both an individual 
and complimentary contribution to patient outcomes and can be investigated from 
different perspectives, including all forms of available outcome research will provide 
clinical practitioners and decision makers with a more comprehensive source of 
evidence for informing the delivery of high secure treatment.
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Chapter 3
A systematic review of outcome evidence for high secure forensic inpatient services
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Introduction
Identifying whether high secure forensic inpatient services are effective has a number of 
ethical, social and professional implications (Blackburn, 2004; Department of Health, 
2010c; Gostin, 2008; Rotman, 1990; Ward & Stewart, 2003). Existing reviews of 
outcome evidence in the forensic mental health arena have repeatedly concluded that it 
is almost non-existent (e.g. Rice & Harris, 1997). However, these reviews have not 
applied systematic methods to collating and assessing the available evidence to reach 
this conclusion and are therefore potentially limited. A systematic approach is therefore 
undertaken to provide a focused review of the evidence for interventions delivered in 
high secure forensic inpatient services.
A principal aim of the review is to identify and summarize existing outcome research 
and assess its methodological quality to identify the "best" available evidence. Evidence 
will also be compared with existing clinical practice guidelines, where available (e.g. 
National Institute for Clinical Excellence, 2009), to consider the validity of 
recommended practices based on outcome research from non-high secure settings. A 
secondary aim is to demonstrate where evidence is limited in quality or scope for 
clinical or functional needs of high secure forensic patients, which have been identified 
from epidemiological research (e.g. Thomas et al., 2004).
Review question
What is the evidence that high secure forensic inpatient service interventions are 
effective in improving the clinical and / or functional status of patients admitted to this 
setting?
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Method
The systematic review question was defined according to Population, Intervention, 
Comparison and Outcome (PICO) parameters (Booth & Fry-Smith, 2003) to specify 
criteria for study inclusion and exclusion for the review (Table 2). Recommended 
practices and methods for conducting a systematic review of the effects of health 
interventions were followed to develop the review protocol that was used to identify, 
assess and synthesise the relevant research evidence (Centre for Reviews and 
Dissemination, 2009; Egger, Davey, & Altman, 2001; Petticrew & Roberts, 2006). To 
support the quality of the review procedures, forensic mental health practitioners who 
were considered experts in conducting systematic reviews and investigating outcomes in 
the field, on the basis of publications and experience of working in a high secure 
hospital setting, were invited to act as advisors at the protocol development stage 
(Appendix A). Experts were: Professor Pamela Taylor (Professor of Forensic 
Psychiatry); Professor Robert Morgan (Professor of Psychology); Dr Michael Ferriter 
(Senior Research Fellow) and Dr Nick Huband (Clinical Research Fellow).
Table 2. Population, Interventions, Comparison and Outcome (PICO) definitions used to 
set study inclusion and exclusion criteria. _______________________________________
Population High secure forensic inpatients
Intervention Health care interventions (e.g. pharmacological; 
physical; psychosocial)
Comparison Varied (e.g. Treatment as usual (TAU); Controlled Trial; 
No Comparison)
Outcomes Proximal (e.g. affective, cognitive, behavioural); Distal 
(e.g. re-admission, recidivism)
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Electronic database selection
A preliminary search of systematic review databases listed below was conducted to 
verify the originality of the proposed research question. Reviews relevant to forensic 
inpatients or secure inpatient services that were retrieved as part of this process were 
also consulted to inform the protocol for the current review, for example with search 
term strategies and database sources.
1. Systematic review databases
DARE / CAMPBELL COLLABORATION / DoPHER
Bibliographic databases were searched to retrieve published study references 
electronically. Databases were selected on the basis of subject area and previous use in 
existing systematic reviews relevant to the current review question.
2. Bibliographic databases
AMED; ASSIA; BNI; CINAHL; DIPEx; EMBASE; HMIC; Medline; PsycINFO; 
SCI-E
Fugitive literature databases were searched to collate studies that were not registered on 
bibliographic databases to limit publication bias. Fugitive literature represents research 
that is not published; often due to finding non-significant results, this is referred to as the 
file-drawer problem (Fanelli, 2012), and studies that are still being conducted at the time 
of the review. Database selection was informed by research supervision and review 
guidance (Centre for Reviews and Dissemination, 2009).
3. Fugitive literature databases 
NRR; PsycEXTRA
Database alerts using a research publication monitoring service were set for the duration 
of the review (01.09.09 to 14.01.11) to ensure the comprehensive inclusion of relevant 
studies.
4. Research publication monitoring service database 
ZETOC
Fora full description of the databases, including contents and coverage, in terms of 
years, please refer to Appendix B.
Calls for fugitive literature
To further reduce publication bias from failing to include unpublished or on-going 
research that was not registered on bibliographic or fugitive databases, written requests 
(Appendix C) were made to a number of relevant sources. These included:
1. Expert clinical and research practitioners within the UK identified from research 
supervision and expert advisors.
2. Medical, nursing, psychological, social work and occupational therapy professionals 
based at UK high secure forensic inpatient services identified from high secure 
service website staff directories.
3. Research and Development and Clinical Effectiveness and Audit departments of UK 
high secure forensic inpatient services.
4. MSc Forensic Psychology course directors with potential academic links to UK high 
secure forensic inpatient services.
International fugitive literature
International comparative research on forensic mental health systems has identified a 
number of similarities in the provision of services for individuals with enduring mental 
disorders who present as a high risk to society (Harding & Curran, 1979; Ogloff,
Roesch, & Eaves, 2000; Soothill et al., 1981). Whilst there are also reported differences, 
for example with legal governance, including outcome research from settings that can be
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identified as comparable with one another can be useful in informing practice by 
increasing the size of the available evidence base. This is particularly valuable where 
populations are small in number and static, as in the case of high secure services where 
long periods of detention are common (Lindqvist et ah, 2009).
To capture fugitive literature from international high secure forensic inpatient services a 
list of hospitals that were described as providing high or maximum secure forensic 
psychiatric care in the respective country was collated. Where available, hospital sites 
were searched for research registers of published works and requests for information 
were raised via professional contact details. International professional experts were also 
identified and contacted with a call for information on fugitive literature. International 
services and professionals details were collated from a number of sources:
1. Expert advisors.
2. Literature review on international forensic mental health systems (Ogloff et al., 
2000).
3. Enquiries to the World Health Organisation (WHO), American Psychiatric 
Association (APA) and International Association of Forensic Mental Health Services 
(IAFMHS).
For a full description of fugitive literature request sources please refer to Appendix D. 
Book search
The COPAC library catalogue for the UK and Ireland, including the British Library, was 
searched to identify outcome studies published in book format (Appendix B).
Reference chaining
Reference lists of studies that met inclusion criteria for the review were examined for 
further relevant research.
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Search terms
Search terms for identifying literature for the review were derived from the PICO 
parameters and applied to all previously listed databases. Synonyms for search terms 
were derived from: existing forensic mental health systematic reviews; research 
supervision; consultation with expert advisors and collated international high or 
maximum secure service hospital names (Table 3). Terms were also mapped onto 
established Medical Subject Headings (MeSH) to ensure inclusivity (Appendix E).
Search strategy development
The search strategy was iteratively constructed to determine sensitivity (ability to 
retrieve relevant literature) and specificity (accuracy of retrieved literature). Search 
terms were individually tested to determine the volume of literature retrieved and its 
relevance to the review question. To maximise the sensitivity of the search, no limits 
were set on search terms, for example restricting terms to title, abstract or keyword 
fields. Changes were made to search terms in the event of a high volume of irrelevant 
hits was retrieved. For example the inclusion of “tertiary” was overly sensitive and 
retrieved literature from non-forensic mental health services; it was therefore altered to 
be specific to forensic mental health descriptions of services (see Table 3). Search terms 
under each of the PICO headings were then combined using Boolean operator OR to 
create a search string for each PICO parameter. Parameter strings were then combined 
using the AND operator to produce a solution for the pilot search strategy for identifying 
literature (Figure 3). Truncations (*) were applied where multiple terms were applicable 
(e.g. high secure hospital; high security hospital; high secure service truncated to high 
secur*) and to account for variations in the spelling of terms. The search strategy 
development was piloted using Psyclnfo via the EBSCO host database system.
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Figure 3. Venn diagram of search strategy
Literature with high 
sensitivity and specificity F orensic
In p a tie n t
O utcom eH igh  Secure  
F orensic  In p a tie n t 
Service
To ensure the sensitivity and specificity o f the search a second search strategy was also 
piloted in Psyclnfo using database-indexed terms. Indexed terms were applied to the 
search strategy to m axim ise the database functions and reduce the risk o f excluding 
relevant search term s through the use o f free text only. To determ ine their level o f  
inclusivity, free text term s were checked against indexed terms, w hich were exploded, 
which is a function that facilitates the searching o f a broad category o f  related 
subordinate subject headings. Test results were discussed in research supervision and 
possible limitations or missing terms were considered against findings to determ ine 
search sensitivity. N o additional terms were identified from applying Explosions or 
M ajor Concepts (a search query that finds only records for which the subject heading is 
a m ajor point o f  the literature) database functions, so the free text strategy was applied to 
Psyclnfo.
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The search strategy was then applied to selected electronic databases, checking against 
respective thesauruses to ensure relevant terms were not omitted from the search. To 
incorporate idiosyncratic functions of databases (e.g. truncation format) amendments 
were made to the strategy as required. In the event where an unmanageable volume of 
literature was returned, changes were made to the search strategy to retain high 
sensitivity. For example NEAR and NEXT operators were chosen over Title; Abstract or 
Keyword limiters to ensure all published content were searched throughout. For detailed 
search strategies see Appendix F.
No publication period was set as no existing systematic review of the research question 
was identified on which to update with new evidence, and imposing this restriction 
would reduce the sensitivity of the search.
Reference Management
Search results from all databases were imported into the EndNote reference management 
programme. Where restrictions on the permitted number of record imports were 
imposed, results for each database were imported in batches. Where import options were 
not available, a separate text file was created to import into EndNote to limit the risk of 
error from entering references manually. Hand searched results were manually entered. 
Duplicate references were automatically identified by EndNote and removed. All 
duplicate references were exported to a separate EndNote database for consistency 
checking.
Set inclusion exclusion criteria to apply to retrieved studies
Inclusion Criteria:
Population: adult (>18 years) inpatients detained in UK or international high secure 
forensic inpatient services.
Interventions: including, but not restricted to, pharmacological, physical, 
psychosocial, group and individual, interventions. Broad inclusion criteria are set to
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capture the diversity of interventions provided in high secure forensic inpatient 
services to meet the wide-ranging patient needs (Thomas et al., 2004).
Comparison / research design and method: including, but not restricted to, 
randomized controlled trials (RCTs), quasi-experimental studies and observational 
studies. Qualitative designs and methods are also included. Broad inclusion criteria 
are set on the basis that non-RCT effectiveness research may be of sufficient 
methodological quality to be applicable to systematic reviews (Ferriter & Huband,
2005). Qualitative evidence is included to be sensitive to the value of interventions 
from not only clinical evidence but multiple stakeholder perspectives (e.g. public, 
patient, professional) (Cohen & Eastman, 2000; Petticrew & Roberts, 2006).
Outcomes: including proximal (e.g. affective, cognitive, behavioural) and distal 
outcomes (e.g. recidivism, re-admission, mortality). Proximal and distal outcomes 
are included given both the immediate and longer-term rehabilitation task of high 
secure services (Taylor, 1998b; Thomas et al., 2004). Outcome is defined as “an 
aspect of a participant’s clinical or functional status that changes as a result of an 
intervention” (Centre for Reviews and Dissemination, 2009).
Exclusion criteria:
Population: adult (>18 years) and adolescent (<18 years) inpatients detained in 
lower tier forensic inpatient services (e.g. medium security, low security, community 
forensic mental health); adult and adolescent offenders in criminal justice mental 
health care services (e.g. prison healthcare wings); adolescent inpatients detained in 
high secure forensic inpatient services.
Interventions: descriptions of interventions with no reported outcomes; 
interventions for populations described as having been detained in high security 
conditions but who are not resident in these services at the time of intervention;
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secondary interventions managing iatrogenic effects of primary interventions (e.g. 
medication side-effect management).
Comparison / research design and method: no exclusion criteria.
Outcomes: outcomes reported from secondary interventions managing iatrogenic 
effects of primary interventions (e.g. medication side-effect management).
Language bias
To remove language bias, non-English studies were included and translated using 
Google scholar where possible.
Applying inclusion and exclusion criteria to identified studies
First stage: Study titles, abstracts and keywords were checked against inclusion and 
exclusion criteria to assess suitability. Studies were coded as “Yes”, “No” or 
“Uncertain” to exclude. Studies that were marked not to be excluded were those that 
reported all inclusion criteria within the title, abstract or keywords. Studies marked as 
Uncertain had insufficient information, defined as missing any one of the inclusion 
criteria. Studies that reported information meeting the exclusion criteria were exported 
to a separate EndNote database and reviewed at the end of the suitability assessment 
process.
Reliability checks for applying inclusion and exclusion criteria were conducted based on 
the risk of excluding studies only on title, abstract and keyword information. A 
researcher independent of the review applied suitability criteria to a randomly selected 
proportion of studies (n=30; 3%). A 79% level of inter-rater agreement was achieved, 
which was deemed “good” (Altman, 1991).
Second stage: Studies meeting all inclusion criteria from the first stage were obtained in 
full and re-assessed to confirm suitability. Studies categorised as Uncertain to exclude 
from the first stage were obtained in full reference form and further checked by
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inclusion and exclusion criteria to determine suitability. Where insufficient information 
was available to apply inclusion and exclusion criteria study authors were individually 
contacted to request further details. A random selection (n =38; 5%) of references 
excluded from the first stage was retrieved in full to ensure exclusion criteria had been 
correctly applied. Any studies at the second stage that were not deemed relevant to the 
review question were located to the excluded EndNote database.
Data extraction
Data extraction was conducted on all included studies in line with the primary objectives 
of the review:
1. Describe the available evidence base of effectiveness studies according to the types 
of interventions and outcomes investigated.
2. Assess outcome studies on the basis of reported methodological procedures applied 
to reduce threats to validity of findings.
3. Conduct a narrative synthesis, applying narrative synthesis guidance (Popay et al.,
2006), on the “best” available evidence, where best was defined as studies reporting 
at least one methodological procedure that reduced a threat to the validity of 
findings.
4. Determine the homogeneity of studies for the purposes of conducting meta-analysis 
to provide pooled estimates of intervention effect sizes where studies were 
comparable.
Reliability of the data extraction procedure was checked on a randomly selected 
proportion of studies (n=3; 14%) by an independent rater. Level of agreement was 
“good” at 64% (Altman, 1991).
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Description of study characteristics
To reduce the risk of inputting error from data extraction, categories describing study 
characteristics were explicitly defined across PICO, methodology and results 
parameters. For a full list of variables and definitions see Appendix G. To increase the 
reliability of the data extraction process variables were categorised (present / absent / not 
reported / not applicable) to limit subjective interpretation and provide data for 
subsequent analysis. Data extraction was piloted on a subset of studies to test the 
feasibility and validity of the extraction process. Additional free text variables were 
allocated to each of the defined sections for comments on the overall content and 
quality.
Assessment of study quality
Quality assessment was initially based on a proposed hierarchy of evidence ranking 
research designs ranging from high to low internal validity threats, which impact upon 
the confidence in evidence in terms of risks of bias (Petticrew & Roberts, 2006):
Randomized Controlled Trials (RCTs) High Validity
Cohort studies 
Case control studies 
Cross sectional
▼
Case reports Low Validity
To increase the specificity of study quality assessment beyond this broad research design 
hierarchy, nine individual validity threats that could be applicable across research 
designs were also assessed for (Table 4). Methodological procedures aimed at reducing 
individual validity threats were incorporated into the data extraction process (Appendix 
H). Procedures were identified from systematic review guidance and research methods 
literature (Centre for Reviews and Dissemination, 2009; Egger et al., 2001; Higgins & 
Green, 2008; Petticrew & Roberts, 2006; Yang & Miller, 2008). Procedures were coded 
according to study characteristic categories (present / absent / not reported / not 
applicable) to limit subjective interpretation.
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Where no description of a methodological procedure that would reduce or remove an 
associated validity threat was provided a single point score was given. Where 
methodological information did report a procedure that reduced or removed a validity 
threat, no score was allocated. A total score was then calculated for each validity threat, 
which was averaged by the number of methodological procedures for each to permit 
comparisons (Appendix H). Averages were categorised according to an ordinal ranking 
of low (0), medium (1) or high (2) risk for each of the validity threats. Finally a total 
quality rating was allocated to each study, ranging from 0-18. A lower score indicates a 
lower risk of threats to validity and therefore high quality, conversely a higher score is 
indicative of a higher risk and therefore lower study quality.
Example: the variables define the risk of history threats to studies; parallel intervention 
refers to the presence or absence of co-occurring interventions, which may impact on the 
reported outcomes of the study intervention. Where the study reports participants 
received “No” parallel intervention there is no perceived risk from this effect and 
therefore no score is assigned. Where “Not reported” or present (Yes), then a score is 
given to indicate a potential risk (Table 5).
Table 5. Validity threat example
Study
No.
Parallel
Intervention
Score Control
Group
Score History
Threat
Total
Total
Risk
Score
Risk
Level
1. Yes 1 No 1 2 2 High
2. Not reported 1 Yes 0 1 1 Medium
3. No 0 Yes 0 0 0 Low
4. No 0 No 1 1 1 Medium
Quality assessment criteria were also included to evaluate the context of the design, 
analysis and interpretation of qualitative evidence. These were broad principles that have 
been recommended by qualitative investigators (Table 6) (Hammersley, 1992; Murphy, 
Dingwall, Greatbatch, Parker, & Watson, 1998a; Silverman, 2001).
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Table 6. Principles for assessing the quality of studies employing qualitative research 
designs_________ ___________________________ _________ __ _________ _________
Qualitative
principles
Description
Transparency Clear description of the research process
Credibility Detailed steps for management and analysis of data
Verifiability Contextually linked responses and interpretations to demonstrate the 
validity of theme development
Trustworthiness Reporting and investigation of deviant or negative cases that do not 
conform to theme structure
Transferability Efforts made to postulate theory from findings
Fair dealing Considering context and not only face value of accounts
Established checklists for assessing study quality (quantitative or qualitative) were not 
used in the current review due to the variability o f available tools, which have typically 
only focused on RCTs, and demonstrated evidence of poor validity and reliability within 
and across methods (Centre for Reviews and Dissemination, 2009). However, selected 
checklists for RCTs (Begg et ah, 1996), non-RCTs (Des Jarlais, Lyles, & Crepaz, 2004) 
and qualitative designs (Petticrew & Roberts, 2006; Spencer, Ritchie, Lewis, & Dillon, 
2003) were cross-referenced to ensure a comprehensive quality assessment process was 
conducted.
Analysis of study quality ratings
Descriptive information on the validity threats for included studies was reported to 
demonstrate the overall prevalence and distribution of potential risks of bias across the 
nine threats. Validity threats specific to types of interventions (e.g. pharmacological, 
psychotherapeutic) were also examined to highlight trends in risks of bias for specific 
interventions. Means comparisons of overall quality ratings for research designs (e.g. 
RCTs, quasi-experimental) were conducted to determine whether the hierarchy of study 
designs corresponded with improved methodological quality. A bivariate correlation was 
also conducted between overall quality rating and publication year to investigate 
whether research quality changed over time. It was anticipated that more up to date 
research evidence would be of higher quality.
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Quality ratings were screened to ensure assumptions for parametric analyses were met 
when conducting comparisons. Where not met, non-parametric analyses were conducted 
and are indicated in the findings.
Narrative synthesis of studies identified as the best available evidence
A full narrative synthesis was conducted on studies that were assessed to be of low or 
medium risk of bias on at least one of the nine validity threats. This criterion was set to 
indicate a degree of methodological quality. Narrative synthesis guidelines were applied 
to describe studies according to participant, intervention, comparison, outcome and risk 
of bias characteristics (Popay et al., 2006). An additional description of the main 
findings of studies is presented along with these features.
Effect sizes estimates (ESE)
To compare the size of intervention effects across studies included in the narrative 
synthesis a common effect size estimate was calculated. For studies reporting continuous 
outcomes, the standardized mean difference (SMD) was calculated to represent ESE 
using Cohen’s d (Cohen, 1988). This was applied as it is the most commonly reported 
effect size metric among published studies, and therefore offers a consistent and 
comparable estimate (Alhija & Levy, 2009; Ferguson, 2009). Specified conventions for 
the reported SMD to indicate whether the intervention effect sizes are small (d = 0.2), 
medium (d= 0.5) or large (d= 0.8) were applied (Cohen, 1988).
For studies reporting categorical outcomes (e.g. recidivism) an estimated risk for the 
reported outcome between two or more groups was calculated to represent ESE. Relative 
risk (RR) demonstrates the degree of risk reduction following an intervention (Bewick, 
Cheek, & Ball, 2004; Rosnow & Rosenthal, 2003). A RR of 1.0 indicates no difference 
in risk of the reported outcome between an intervention and comparison group, below 
1.0 indicates less risk for a comparison group and above 1.0 less risk for an intervention 
group (Ferguson, 2009). For example a RR of 2.0 would indicate the risk of an event for 
a comparison group was twice as likely to that of an intervention group.
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Calculations for SMD were conducted using G Power 3 (Paul, Erdfelder, Lang, & 
Buchner, 2007) and for RR MedCalc for Windows version 11.4.3 (MedCalc Software, 
2010). Where data was insufficient to calculate SMD or RR, estimates were established 
using proposed calculations for reported test statistics (Dunlap, Cortina, Vaslow, & 
Burke, 1996; Glass, McGaw, & Smith, 1981; Morris & DeShon, 2002; Rosenthal,
1991). If insufficient data were presented to establish ESE, study authors were contacted 
where details were accessible to request additional information. Precision of ESE was 
determined using a 95% confidence interval. For a full description of calculations used 
to determine ESE see Appendix I.
Meta-analysis
Due to the broad scope of the review, explicit selection criteria were applied to studies 
included in the narrative synthesis to determine whether meta-analysis of ESE of results 
for subgroups of interventions (e.g. pharmacological, psychotherapeutic) was 
appropriate. A method of stratification was applied to examine two types of 
heterogeneity described within systematic review guidance, prior to grouping studies for 
effect size summaries (Centre for Reviews and Dissemination, 2009; Higgins & Green, 
2008). Profiles of clinical and methodological diversity determined from extracted study 
information were created to explore the homogeneity of studies within subgroups of 
interventions (Table 7).
Table 7. Clinical and methodological parameters for determining study homogeneity
Heterogeneity Characteristic Description
Clinical Participants Gender, Ethnicity, Clinical diagnosis, Index offence
Intervention Type (e.g. CBT), Dosage, Duration
Outcome Type (e.g. symptom, aggression)
Methodological Design Type (e.g. RCT, Quasi, Observational)
Selection Allocation to intervention
Quality rating Total quality score
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Findings
Study Selection
A total of 1120 unique studies were obtained from electronic databases and the COPAC 
library system, following automated duplicate removal. A further 105 duplicate 
references that were not automatically identified by EndNote were manually removed. 
Of the remaining 1015 a total of 772 (76%) were excluded following criteria checks.
Full references for the remaining 243 studies were obtained and read. Studies 
categorised as Uncertain from the first stage had inclusion and exclusion criteria re­
applied and a total of 43 were excluded, the remaining 200 studies were also checked for 
relevance and 72 were also excluded leaving a total of 128 studies. Fugitive literature 
generated a further 133 potential studies, of these 124 (93%) were subsequently 
excluded on the basis of not meeting criteria for inclusion (n=68) or being inaccessible 
(n=56). A total of 137 studies were included in the review (Figure 4).
Description of interventions from included studies
For the 137 included studies interventions were broadly categorised as Pharmacological 
(n=26; 19.0%), Psychotherapeutic (n=28; 20.4%) and Physical (n=3; 2.2%). A similar 
number of studies evaluating psychotherapeutic and pharmacological interventions were 
identified with a smaller number of effectiveness studies investigating physical 
interventions. An “Other” category (n=80; 50.4%) was applied where interventions 
could not be classified into these three defined types. Studies of psychotherapy 
interventions covered a range of therapeutic modalities that were described in more 
detail. The most prevalent (n = 12; 42.9%) of these was Cognitive Behavioural Therapy 
(CBT), followed by seven (25%) multi-modal interventions (e.g. CBT with 
psychodrama), interventions using Dialectical Behaviour Therapy (n = 2; 7.1%) and then 
single effectiveness studies that evaluated Schema Therapy, Psychoanalysis, Cognitive 
Analytic Therapy, Art Therapy, Drama Therapy and Personal Construct Oriented 
Psychotherapy. In two studies the therapeutic model was not described. Pharmacological 
interventions consisted of a range of drug trials. Antipsychotics were the most frequently 
evaluated.
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Figure 4. 
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As a high proportion of interventions were categorised as Other a re-classification was 
conducted for studies in this category. A breakdown of Other interventions produced a 
further nine intervention types described as follows: high secure hospital treatment, 
behavioural, changes to environment, physiological, milieu, psychoeducational, nursing, 
dietary and vocational (Table 8). The majority (58.7%) of these studies were follow-up 
investigations of patients who had received high secure hospital treatment and had been 
discharged to other settings. Milieu studies evaluated outcomes from therapeutic 
communities (TC) or equivalent environments as described in a Dangerous and Severe 
Personality Disorder (DSPD) Service. Interventions describing outcomes following 
changes to the environment included a range of physical changes to the ward setting 
including: renovation; reduction in bed numbers; implementation of Closed Circuit 
Television (CCTV) monitoring systems; television restrictions; geographic relocation; 
and furniture lay out. Behavioural interventions consisted of evaluations of: token 
economies (TE) (n=4); social skills / social learning training programme (n=2); aversion 
therapy (n=l); and a single study combining token economy and social skills 
interventions. A single study evaluated the use of psychoeducation for patients with 
schizophrenia. Physiological interventions investigated cranial electrotherapy 
stimulation (CES), a non-invasive procedure using direct electrical current to affect the 
brain, and transcranial magnetic stimulation (TMS), a similar procedure that instead uses 
an electromagnetic field. A single dietary intervention investigated the potential 
detrimental effects of gluten on symptoms of schizophrenia and a single study evaluated 
mental health benefits of a vocational programme in high security. The nursing 
interventions included two investigations of patient outcomes following nurse-training 
initiatives and one study examined the impact of nurse conducted risk assessments on 
patient behaviour.
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Table 8. Breakdown of interventions described in included studies (n=137)
Specific Intervention Frequency %
High secure hospital treatment 47 34.3
Milieu (DSPD; TC) 7 5.1
Changes to environment (CCTV, Ward lay out) 6 4.4 .
Behavioural (TE; Social skills training) 7 5.1
Psychoeducation 5 3.6
Psychotherapy 28 20.4
Pharmacological 26 19.0
Physiological (Cranial stimulation) 3 2.2
Dietary 1 .7
Physical 3 2.2
Nursing 3 2.2
Vocational 1 .7
Total 137 100
Description of outcomes from included studies
Across the 137 studies a total of 335 measures of outcome were reported, which covered 
90 different outcome indicators (Appendix J). One study reported multiple outcomes but 
aggregated statistics to provide an overall clinical change outcome (Hughes, Hogue, 
Hollin, & Champion, 1997), a further 3 studies consisted of case study descriptions 
(Liebling & Chipchase, 1996; Lyskowski, Menditto, & Csemansky, 2009; Pollock, 
Stowell-Smith, & Gopfert, 2006) and a fourth a description of the process of being 
detained in a high secure setting (Minne & Doctor, 2003). These are excluded from the 
reported figures, as outcomes were not individually described in sufficient detail. 
Consistent with the high prevalence of follow-up investigations for patients discharged 
from high secure hospital treatment, the most commonly reported single outcome was 
recidivism. Given the varied outcomes described across studies, a further categorisation 
was conducted to provide a refined set of outcomes. Categorisation was informed by an 
existing review of outcome measures employed in the forensic mental health field and 
through research supervision (Chambers et al., 2009). A total of 17 categories were 
derived from the 90 reported outcomes (Appendix K). The most commonly investigated 
outcomes were mental health, institutional behaviour and re-offending, the least
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common outcomes investigated were quality of life, self-harm and substance misuse 
(Table 9).
Table 9. The range of outcome categories described in included studies (n=" 37)
Outcome categories Frequency %
Mental health 68 20.3
Institutional behaviour \ management 68 20.3
Re-offending 36 10.7
Social functioning 32 9.6
Aggression 30 9.0
Sex offending 16 4.8
Mortality 13 3.9
Placement progression 12 3.6
Offence supportive beliefs 10 3.0
Iatrogenic effects 10 3.0
Perceptions of supportive environment 10 3.0
Re-admission 7 2.1
Mental health awareness 7 2.1
Self-care 6 1.8
Quality of life 4 1.2
Substance misuse 3 .9
Self-harm 3 .9
Total 335 100.0
Where described, outcomes were predominantly self-report (n=75; 22%), with notably 
fewer outcomes using observer (n=33; 9.7%) or interview rated (n=12; 3.5%) methods. 
For approximately a third (64.7%) of reported outcomes there was no indication as to 
how these were recorded. Information about the need for training for outcome raters was 
reported in 10 (22.2%) of the 45 studies that used interview or observer rated 
assessments, the use of an inter-rater agreement was described in 13 (28.8%) of these. 
Controlling for self-report impression management was only reported in a single study. 
Across the common parameters of reliability (e.g. internal consistency; test re-test) and 
validity (e.g. discriminant: convergent) selected in the data extraction process, 10 (7.3%) 
studies reported reliability coefficients specific to the population being investigated, 5 
(3.6%) reported some form of validity. These figures exclude descriptions of reliability 
and validity for non-high secure populations as these may not be representative and it 
might be questioned whether these psychometric properties are transferable to this
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particular forensic mental health context (Fitzpatrick et al., 2010). When overlapping 
outcome categories with the investigated interventions, there is inevitably a wide 
variation given the broad scope of the review. Of note there is also a high degree of 
outcome heterogeneity within studies investigating the same interventions (Table 10).
Quality assessment ratings of included studies
Quality of studies based on a hierarchy of research designs demonstrates that, seven 
(5.1%) conducted Randomised Control Trials (RCT), 58 (42.3%) employed quasi- 
experimental methods, 58 (42.3%) were observational and 14 (10.2%) were coded as 
Other in design, which included case studies and descriptions of interventions with 
clinical observations as outcomes. This included eight qualitative studies, six of which 
reported a case study.
Quality ratings of the 137 studies were examined across the selected criteria for 
assessing the nine validity threats. Studies were predominantly rated as being at a high 
risk of bias across all nine validity threats (Table 11). The risk of mortality threats was 
highest; the lowest risk of bias was for outcome changes over time due to events external 
to the intervention or maturation effects, which were controlled for with a comparison 
group. Three studies were marked as having low risk of threats to external validity 
where sample participants were either reported to be representative of the population 
investigated or where outcomes were described for an entire hospital population, for 
example a hospital wide initiative to reduce incidents (Baldwin, 1985).
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Table 11. Distribution of the risk of bias for nine assessed validity threats for included 
studies (n=137)____________________________________________________________
Validity Threat Level of Risk
Low Medium High
History 0 25 112
Maturation 22 0 115
Testing 0 4 133
Instrumentation 1 6 130
Mean Regression 12 0 125
Selection Bias 6 9 122
Mortality 0 1 136
Intervention Fidelity 0 5 132
External Validity 3 0 134
Mean comparisons on the total quality rating between study designs (Table 12) 
demonstrated a statistically significant difference (F=19.821, p < .0001, df = 3). RCTs 
were assessed as having the highest quality assessment rating. Interventions reporting 
individual case studies, clinical observations and qualitative methods had on average the 
lowest quality assessment rating. This was consistent when controlling for 
methodological procedures not applicable to these designs, for example the use of a 
comparison group, for example qualitative research. No significant association was 
found between the overall quality ratings for studies with their year of publication using 
Spearman’s non-parametric correlation, suggesting overall study quality had not 
improved over time.
Table 12. Quality ratings for research designs of included studies (n=137)
Design N Mean SD
RCT 7 21.8 1.8
Quasi-experimental 58 25.6 2.1
Observational 58 26.5 1.1
Qualitative (including case studies) 14 27.0 0.0
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Narrative synthesis of the best available evidence
A narrative synthesis was conducted on studies that were rated as being at low or 
medium risk of bias on at least one of the nine validity threats used to represent 
methodological quality. A total of 40 studies met this criterion demonstrating a high 
proportion of outcome evidence was considered to be of high risk of bias based on the 
assessed validity threats. A breakdown of the 40 studies that represented the best 
available evidence indicated that over a third described psychotherapeutic interventions 
(Table 13). Nursing and vocational studies were excluded as all were rated as being at 
high risk of validity threats. Approximately 13% of studies investigating outcomes for 
discharged patients that had received treatment in high security were retained for the 
narrative synthesis. This was consistent when adjusting for methodological procedures, 
which would not apply to high secure service follow-up investigations, for example 
intervention integrity procedures were not applicable.
Table 13. Breakdown of interventions described in the best available evidence studies 
(n=40)_______________________________________________ ___________
intervention Frequency %
High secure hospital treatment 5 12.5
Milieu (DSPD; TC) 3 ' 7.5
Changes to environment (CCTV, Ward lay out) 2 5.0
Behavioural (TE; Social skills training) 3 7.5
Psychoeducation 2 5.0
Psychotherapy 15 37.5
Pharmacological 7 17.5
Physiological (Cranial stimulation) 1 2.5
Dietary 1 2.5
Physical 1 2.5
Nursing -
Vocational - -
Total 40 100
Across the 40 studies a total of 121 outcomes were reported, the most frequent were 
mental health functioning, aggression and social functioning (Table 14). The least 
reported outcomes were for re-admission and placement progression following discharge 
from high security, which reflects the low frequency of high secure hospital treatment
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studies included in the narrative synthesis stage. Studies that evaluated interventions that 
focused on substance misuse and mortality outcomes were also excluded at the narrative 
synthesis stage due to high validity threats.
Table 14. The range of outcome categories described in the best available evidence 
studies (n=40)_______________________________________________________________
Outcome categories Frequency Percent
Mental health 44 36.4
Aggression 21 17.4
Social functioning 15 12.4
Institutional behaviour \ management 9 7.3
Re-offending 6 5.0
Sex offending 5 4.1
Offence supportive beliefs 4 3.3
Iatrogenic effects 3 2.5
Mental health awareness 3 2.5
Perceptions of supportive environment 3 2.5
Quality of life 2 1.7
Self-care 2 1.7
Self-harm 2 1.7
Placement progression 1 0.8
Re-admission T 0.8
Mortality - -
Substance misuse - -
Total 121 100.0
Consistent with the larger pool of included studies, a high degree of heterogeneity can be 
demonstrated within the 40 studies, where within and between interventions a wide 
range of different outcomes was investigated (Table 15).
The narrative synthesis of studies that follows describes participants, intervention, 
comparison, outcome(s) and risk of bias for each in turn, with a summary of the study 
findings. An overview of the ESE for each study is presented in Table 16. More detailed 
ESE for every outcome scale and sub-scale are provided in Appendix L.
55
LlUî3LI"il°S ■ ■ ' ' ' -H ' ' <N
osnsjiu SDUBisqn^
IIIIJIJI!
:||8l|l!llll '1
3J!IJ° A"l!ltînÔ ■ <N ' - ' ' ' ' M
- ' ■ ' ' ' <N M
0
1
(U0
1  
£
1
iXi
(U
’S
1
ss9U0jba\b qiitioq im ua^ ■ ' ■ en ' ' ' m
UOJSSlLLIpB-Oy ■ ' • ' ' '
1U01UU0JIAU3 9A]l.l0ddnSJ0 SUOndSO.IOd -H <N ■ ' ' ' ' m
S103JJ3 3lU3go.HB| ' ' ■ ' ' en ' m
sjsijsq 3A;yoddns odusjjq ' ' ■ ' ' '
UOJSSOJoOjd 1U3UI33B1CJ ' ' ■ ' ' '
'
§llipU3JJ0 X3S ' ' ' ■ ' ' nt- ' If)
uojsssjgoy — en ' ■ ' en tT ' ' es
C/]
§
i
ë
Suiuoipunj inpos en CN ' en ' en rj- ' ' if)
SuipLl3jJ0-3>I en — ' ' — ' ' ' <o
UiolusSbubui \ .inoiAtîqsq |Buoiimiisiij ' ' en ' ' en (N ' ' Cs
qqBoq imu3p\i un i - ' — i/n<N <o en t—H rf'-t
%
0ai
c§
U
1
1
O
o
• £
'g
u
Q
in
0
1 >5 Hi
gh
 
se
cu
re
 
ho
sp
ita
l 
tre
at
m
en
t
M
ili
eu
 
(D
SP
D
; 
TC
)
Ch
an
ge
s 
to 
en
vi
ro
nm
en
t 
(C
CT
V
, 
W
ar
d 
lay
 
ou
t)
B
eh
av
io
ur
al
 (
TE
; 
So
ci
al
 s
ki
lls
 t
ra
in
in
g)
Ps
yc
ho
ed
uc
at
io
n
Ps
yc
ho
th
er
ap
y
Ph
ar
m
ac
ol
og
ic
al
Ph
ys
io
lo
gi
ca
l 
(C
ra
ni
al
 s
tim
ul
at
io
n)
D
ie
ta
ry
Ph
ys
ic
al
N
ur
si
ng
V
oc
at
io
na
l
T
ot
al
High secure hospital treatment
A total of three studies conducted follow-ups of patients discharged from high secure 
hospitals following a period of treatment. A further study investigating patient 
perspectives on the curative factors of hospital treatment was also included in addition to 
an evaluation of outcomes following multiple psychotherapeutic, educational and 
occupational interventions. For a full description of all ESE across the 40 studies in the 
narrative synthesis see Appendix L.
Rice, Harris, Lang, and Bell (1990); Canada
Sample: Male forensic patients (n=253).
Intervention: High secure hospital treatment.
Comparison: Male patients assessed in high security but not admitted for treatment 
(n=210), including a sub group matched on individual characteristics.
Outcome(s): Rates of general (any new offence charge) and violent recidivism over a 
seven year period, which was determined from a number of sources: Coroner's Office, 
the Lieutenant Governor's Review Board, the Royal Canadian Mounted Police (a 
national data base including INTERPOL report).
Finding(s): Recidivism rates were significantly3 lower for those receiving treatment in 
high security.
Risks of bias: No random allocation procedure for admission was employed, increasing 
the potential selection bias of insanity acquittées for treatment. No description was 
provided about the individual interventions delivered in high security or the social 
context of the non-admitted group, to consider the potential impact of confounding 
factors on recidivism. Methodological procedures relating to intervention fidelity are not 
applicable as high security treatment as a whole is evaluated as the intervention.
3 Where changes in outcome are described as significant this indicates a statistically significant change. 
For detailed information on the level o f  statistical significance please refer to Appendix L.
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Reiss, Meux, and Grubin (2000); UK
Sample: Eighty-nine male patients with a Mental Health Act classification of 
Psychopathic Disorder (HMSO, 1983), assessed as having psychopathy based on the 
Psychopathy Checklist Rating (PCL-R; Hare, 1991), and presenting with a range of 
DSM-III-R (American Psychiatric Association, 1987) personality disorder diagnoses 
(borderline, n=29; antisocial, n=23; schizoid, n=15; narcissistic, n=12; paranoid, n=3; 
schizotypal, n=3; obsessive compulsive, n=l; and histrionic, n=l).
Comparison: None.
Intervention: High secure hospital treatment.
Outcome(s): Recidivism, placement at follow up and social functioning to determine 
community integration.
Finding(s): Twenty patients re-offended, 50% of the sample was still living in the 
community at the time of follow-up, social functioning was rated as “good”.
Risks of bias: Study authors acknowledge the limitations with the use of a small sample 
size and retrospective data. No information is given to determine whether outcome data 
was inter rated to limit instrumentation effects, no criteria was provided to demonstrate 
what “good” social functioning was defined as. Limitations of attributing recidivism to 
the treatment received in high security and the absence of a comparison group also 
apply.
Russo (1994); Italy
Sample: Ninety-one male patients described across a range of diagnoses (schizophrenia, 
n= 25; paranoia, n=9; affective disorder, n=9; psychopathic, n=21; subnormal, n=18). 
No information about the diagnostic classification systems is given. Offences of the 
sample included murder (n=37), violence (n=22) and crimes against property (n=32). 
Intervention: High secure hospital treatment.
Comparison: None.
Outcome(s): Recidivism, defined as the commissioning of another crime following 
release over a follow up period ranging from 1-10 years. Multiple data sources were 
accessed to collate outcome data (municipal authorities, police forces, social services, 
psychiatric structures, personal contacts (e.g. family), penal certificates).
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Finding(s): Twenty-one per cent of the sample was arrested for at least one offence post­
discharge.
Risks of bias: The study focused only on those still living in the catchments area of the 
hospital and not those living in other provinces due to difficulties with tracing methods, 
meaning the outcome may be an under-representation of the true rate of recidivism. The 
authors also report 97 patients in the study but provide figures for 91 with no indication 
about why six patients were excluded or had data missing. The content of treatment was 
not described nor was a comparison group included.
Vartiainen, Vuorio, Halonen, and Hakola (1995); Finland
Sample: Approximately 203 patients, the majority (90%) reported to have a primary 
diagnosis of schizophrenia and offences of violence, particularly homicide.
Intervention: High security hospital treatment.
Comparison: None
Outcome(s): Satisfaction ratings and opinions on curative factors and interventions 
received in high security.
Finding(s): The highest satisfaction with “what had helped” was the benefits from 
liberties within the hospital, for example access to outside space, leisure activities, such 
as sports, and interactive treatment experiences with professionals. The least curative 
factors were security restrictions and social isolation.
Risks of bias: Survey methods enhance the external validity of findings by including the 
entire high secure population. Anonymity of responses reduces the potential risk of 
response bias (testing effects), which may increase the internal validity of findings. 
However, impression management was not controlled for and may be influenced given 
the context of being detained. Limited specificity of the survey narrows the clinical 
implications in determining individual changes on outcomes related to particular 
interventions.
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Timmerman and Emmelkamp (2005); Netherlands
Sample: Thirty-nine patients with predominantly Cluster B personality disorder (n=34) 
and substance abuse disorder diagnoses (n=30), rated from DSM-III-R (American 
Psychiatric Association, 1987), with varied sexual (n=13), arson (n=7) and violence 
(n=19) offences.
Intervention: Multiple interventions described in the context of high secure hospital 
treatment, including: occupational therapy, education, social skills training, cognitive 
therapy, nonverbal therapies and psychotherapy.
Comparison: None.
Outcome(s): Psychotic symptoms, dissociative experiences, personality, aggression, 
anxiety, coping and interpersonal functioning.
Finding(s): Positive changes in mental health symptoms, personality traits and coping 
were increasingly reported over time, with most significant changes being recorded at 31 
months into admission.
Risks of bias: Staff members were trained in cognitive behavioural principles, 
supporting the integrity of the delivery of interventions, although no monitoring 
processes are described to audit the consistency of health care provision. No indication 
is given about which interventions participants received in the evaluation; it is therefore 
not possible to attributed positive changes to specific interventions. Study authors also 
acknowledge the limitations associated with the absence of a control group and only a 
small sample size.
Milieu Interventions
A total of three studies investigated the impact of milieu interventions, which consisted 
of structured group settings with therapeutic elements of positive peer and staff 
influences and community expectations. All were delivered for patients with personality 
disorders.
Rice, Harris, and Cormier (1992); Canada
Participants: Male patients (n=176) with reported personality disorder (n= 86) and 
schizophrenia (n=48) and also assessed for psychopathy using the PCL-R (Hare, 1991).
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Intervention'. Therapeutic community (TC) delivered up to 80 hours per week. 
Comparison'. Non-TC control group (n=T46).
Outcome(s): Recidivism, criminal (any new charge) and violent, over a 10-year period. 
Finding(s): Criminal recidivism was significantly lower for the TC group, and violent 
re-offending also reduced. However, for TC residents with psychopathic characteristics 
a significant increase in violent recidivism was recorded.
Risks of bias: The comparison group was closely matched on strict descriptive criteria 
and length of time at risk, which was inter-rater checked to ensure reliability. No 
description was given of the information source for recidivism and potential limitations 
of using this particular outcome, such as recording accuracy, were not discussed.
Barrett et al. (2009): UK
Participants: Twenty-one patients with personality disorder and psychopathic 
characteristics assessed using the Psychopathy Checklist Screening Version (PCL-SV; 
Hart, Cox, & Hare, 1995) and Personality Assessment Schedule (PAS; Tyrer &
Cicchetti, 2000).
Intervention: Assessment process conducted within a Dangerous and Severe Personality 
Disordered (DSPD) service over a 24-week period.
Comparison: Prisoner waiting list control group (n=19).
Outcome(s): Aggression, social functioning and quality of life.
Finding(s): Increased aggression was reported in the DSPD patient group and no notable 
improvements were recorded for social functioning or quality of life, when compared to 
the control group.
Risks of bias: The evaluation used a randomized control design, although the 
randomization protocol was compromised by selection bias from prison staff.
Insufficient information is provided to determine whether the prison group received 
interventions whilst acting as controls. The authors also acknowledge the follow up time 
may not be sufficient enough to identify changes and the small sample size restricts any 
generalizations. No description of whether outcomes are self-report or observer rated or 
associated psychometric properties are provided to be able to determine potential 
instrumentation effects.
61
Tyrer et al. (2009); UK
Participants: Thirty-three prisoners referred for the Dangerous and Severe Personality 
Disordered programme.
Intervention: Assessment process conducted within a DSPD service.
Comparison: Late assessment allocation prisoners (n= 38) were compared with those 
allocated to an earlier assessment process.
Outcome(s): Aggression, violence, social functioning, quality of life and personality 
disorder characteristics.
Finding(s): The assessment procedure was associated with improved social 
relationships, however an increase in aggression was also reported and participants with 
less severe personality disorder characteristics reported a poorer social functioning 
outcome.
Risks of bias: The evaluation used a randomized control design, although the authors 
report that the randomization was compromised whereby organizational pressures 
influenced those responsible for allocating prisoners to the assessment process. Equally, 
no clear description of the randomization process was provided to determine its 
integrity. No information was provided to indicate co-occurring interventions during the 
trial for the non-assessment group, which could influence history effects. Insufficient 
information was reported to determine whether outcomes were self-report or observer.
Changes to the environment interventions
Two studies investigated patient outcomes further to changes to the physical hospital 
environment, including renovation; ward layout and the implementation of Closed 
Circuit Television (CCTV).
Vartiainen and Hakola (1994); Finland
Participants: Approximately 97 male patients, the majority of who had primary 
diagnoses of schizophrenia and had committed a violent crime (70%).
Intervention: Wards with CCTV implemented.
Comparison: Control wards with no CCTV.
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Outcome (s): Self-reported perceptions of ward atmosphere, mental state and attitudes 
towards the use of CCTV. Trends in institutional incidents were also reported. 
Finding(s): CCTV implementation did not significantly increase paranoia among 
patients, as anticipated, and a reduction of recorded incidents was noted.
Risks of bias: Direct comparisons between outcome scores for control wards with CCTV 
introduced wards were not made. Pre-intervention ratings on outcomes were not 
examined for significant differences between wards at baseline. The study employed a 
self-made questionnaire but no risk of instrumentation effects were discussed in terms of 
reliability and validity.
Baldwin (1985); UK
Participants: Approximately 200 patients, both male and female, no further information 
provided.
Intervention: Furniture re-arrangements in patient’s day room area.
Comparison: Pre-arrangement day room lay out (ABAB design).
Outcome (s): Observed rates and duration of seclusion, rates of medication prescriptions, 
points earned for pro-social behaviours and perceptions of a supportive environment. 
Finding(s): Following furniture re-arrangements a reduction in the mean hours of 
seclusion and the number of casualty incidents was found. Equally, staff and patients 
reported minor improvements in perceptions of the ward environment and an increase in 
points earned were recorded. No inferential statistics reported.
Risks of bias: The study design permits for more conclusive results by introducing 
repeated baseline and intervention conditions. Staff entered into contracts to promote 
intervention integrity. However, this also removes the opportunity for blinding observers 
and may give rise to biased points awarding. Results are descriptive with no inferential 
statistics. Authors report the study is representative of the high secure population but do 
not offer a justification for this claim.
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Behavioural interventions
A total of three studies conducting behavioural interventions met the quality criterion for 
the narrative synthesis; these included social skills training for fire-setters, an evaluation 
of a combined social skills and token economy programme and aversion therapy.
Rice and Chaplin (1979); Canada
Participants: Ten male patients with diagnoses of personality disorder (n=6), chronic 
schizophrenia (n=3) and mental retardation (n=l) with criminal offences for arson, one 
of which resulted in murder.
Intervention: Social skills training including group role-plays conducted weekly over a 
four-week period.
Comparison: Nondirective psychotherapy.
Outcome(s): Facilitator observations of reactions and social responses to role-play 
situations and a self-report assertiveness assessment.
Finding(s): Significant positive changes in social skills were greater following role-play 
training compared to nondirective psychotherapy.
Risks of bias: The cross over research design reduces the risk of history and maturation 
effects. The social skills component was modified from an existing intervention reported 
elsewhere but possible implications for intervention integrity or differences cannot be 
determined. The risk of instrumentation effects is reduced with the training of observers 
and observations being inter-rated for reliability. To reduce performance bias on the part 
of the ward staff acting in role-plays, confederates were blind to which condition 
patients were in. However, knowledge of the participants might still introduce bias. Two 
participants were not included in the final analysis, but no information about reason for 
exclusion is given, or whether a potential risk of selection bias had occurred.
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Rice (1983); Canada
Participants'. Thirty-four male patients described as having psychosis (n=23), 
personality disorder (n=7) and mental retardation (n=4).
Intervention: Token economy (contingent), social skills training and a combination of 
both, delivered weekly over a 10-week period.
Comparison: Non-directive psychotherapy.
Outcome(s): Observer rated changes in communication, social contact and social 
functioning and responses to role-play situations.
Finding(s): Social skills training significantly improved social functioning during 
intervention, however, longer-term improved interpersonal functioning was not 
observed.
Risks of bias: Participants were randomly assigned to conditions via an envelope system 
to reduce recruitment bias. Experimenters were blind to assignment until after baseline 
assessment, removing the risk of instrumentation effects. Instrumentation effects were 
also controlled for by the use of trained inter-raters for observational outcomes. 
Suitability ratings and recruitment were conducted blind to avoid selection bias; 
however outcome raters were not blind to the condition of each participant, which may 
have influenced social skills ratings. No psychometric information on outcome measures 
was reported. No description of therapist training level was provided.
Rice, Quinsey, and Harris (1991); Canada
Participants: Twenty-nine male extra-familial child molesters with diagnoses of 
personality disorder.
Intervention: Aversion therapy to change sexual age preferences delivered via 20 
sessions of 1-hour duration.
Comparison: Untreated control group (n=29).
Outcome(s): Recidivism rates, categorized as violent, sexual and failure (re-arrest / 
conviction), recorded from a range of information sources (Lieutenant Governors Board 
of Review, Royal Canadian Mounted Police, National Parole Services).
Finding(s): Aversion therapy did not significantly reduce recidivism in child sexual 
offenders, when compared with treatment as usual in high security.
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Risks of bias: Authors acknowledge conservative offense descriptions and non-specific 
offenses perhaps being too broad in terms of identifying recidivism. Lack of random 
assignment of intervention and non-intervention groups is also highlighted as a 
limitation. In contrast the study does match groups on previous arrests, convictions and 
phallometric preferences for children to provide some comparability. Attributing 
recidivism solely to aversion therapy is difficult as additional interventions were 
received.
Psychoeducation Interventions
The benefits of psychoeducation, delivered across different modalities, were investigated 
in two studies.
Aho-Mustonen, Miettinen, Koivisto, Timonen, and Râty (2008); Finland
Participants: Seven male patients with a primary diagnosis of schizophrenia rated using 
DSM-IV (First, Gibbon, Spitzer, Williams, & Benjamin, 1997), five of whom also had a 
diagnosis of substance abuse and three co-morbid personality disorder.
Intervention: Psychoeducation group, delivered weekly over eight sessions, following 
the stress vulnerability model of Schizophrenia.
Comparison: Treatment as Usual (TAU) control group (n=8).
Outcome(s): Self-reported assessments of illness knowledge, attitudes towards treatment 
and depression.
Finding(s): Significant improvements in both an awareness and knowledge of mental 
illness were reported following the group. No changes in attitudes towards treatment or 
an iatrogenic outcome of increased depression were found.
Risks of bias: No significant differences on outcomes or characteristics reported at 
baseline between intervention and control group indicates a matched comparison group. 
Study authors acknowledge the lack of randomization and small sample size are 
limitations. The programme was manualised and developed according to Finnish 
Schizophrenia practice guidelines and follows an evidence-based model. The 
programme was modified to be responsive to the needs of forensic patients, although 
authors do not describe the modifications or consider the implications for intervention
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integrity. The use of unstandardized measures may result in instrumentation effects, 
particularly with modifications to the illness questionnaire. Internal consistency figures 
are reported for the modified version but on a small sample of eight participants, which 
potentially renders reliability coefficients redundant.
Walker (2006); UK
Participants: Eight male and two female patients with primary diagnoses of 
schizophrenia, schizoaffective, schizotypal or delusional disorder, according to ICD-10 
criteria (WHO, 1992).
Intervention: Individual computer delivered psycho-educational programme with an 
interactive series of modules designed to help patients with understanding factors that 
can contribute to relapse.
Comparison: None
Outcome(s): Semi-structured interview to discuss usability and understanding about 
diagnosis.
Finding(s): Patients valued the computerized approach over other methods (e.g. taught 
psychoeducation) and all participants reported having learnt about their illness. No 
inferential statistics were reported.
Risks of bias: Authors validated the use of the computerized psychoeducation 
methodology based on the existing evidence base. A clear description of recruitment and 
sampling which reduces the risk of selection bias was reported. However the outcomes 
are only descriptive for a small sample and no comparison group limits the validity of 
the findings.
Psychotherapy interventions
A total of fifteen studies evaluating psychotherapeutic interventions were included in the 
narrative synthesis. Psychotherapeutic interventions are grouped according to the 
specific mode of therapy applied: cognitive behavioural therapy (CBT); dialectical 
behaviour therapy (DBT); cognitive analytic therapy (CAT); art therapy; drama therapy, 
and mixed therapeutic modes. Narratives are reported according to the model of 
intervention.
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Cognitive Behavioural Therapy (CBT) interventions
Seven studies reported CBT as the therapeutic model. The interventions targeted a 
varied range of mental health restoration and risk reduction needs including sex 
offending, cognitive skills, anger management, relapse prevention, self-esteem and CBT 
for psychosis.
Marques, Day, Nelson, and West (1994); USA
Participants: Ninety-eight male patients with offences of rape (n=22) and child 
molestation (n=76).
Intervention: Sex Offender Treatment Evaluation Group Program including components 
of: relapse prevention, relaxation training, sex education, social skills training, human 
sexuality, stress and anger management, release preparation, individual sessions were 
also offered. The group was conducted on a weekly basis.
Comparison: Volunteer (n=97); Non-volunteer (n=96) and Ex-treatment (drop-out) 
(n=8) comparison groups.
Outcome(s): Recidivism over a seven year period determined from a range of 
information sources: Federal and State Departments of Justice, Department of 
Corrections, Parole Officers, Self-reports.
Finding(s): Lower rates of sexual and violent recidivism were reported for the 
intervention group over all comparison groups. Attrition from the programme was 
demonstrated to have the poorest outcomes, with a significantly increased risk of sexual 
and violent recidivism when compared to completers.
Risks of bias: Randomization procedure was not described. Participants could access 
specialty groups and counseling services but no discussion is given about potential 
confounding influences on recorded outcomes. No description of facilitator skill level or 
intervention fidelity is provided, although authors suggest the use of a manual is 
sufficient to ensure integrity. Authors also acknowledge using Intention to Treat (ITT) 
analysis may skew findings as outcomes are reported for participants offered the 
programme rather than whether the intervention was received.
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Nicholaichuk, Gordon, Gu, and Wong (2000); Canada
Participants: Male patients (n=296) with offences of rape (56.7%), paedophilia (16.6%), 
incest (10.8%) and a combination of these offences (15.9%).
Intervention: Sex offender treatment group programme including relapse prevention. 
Comparison: Non-treatment group (n=283), matched on demographic and offence 
characteristics.
Outcome(s): Readmission to hospital, over a 10-year period for offences including: 
sexual offence, non-sexual offence, technical violation and no re-admission reported. 
Finding(s): Significant reductions in sexual re-offending and re-admission to hospital 
were recorded for programme completers. No marked improvements were reported for 
non-sexual offences or technical violations.
Risks of bias: Condition allocation was not described and authors reported that untreated 
controls might have undergone other treatment programmes increasing the risk of 
history effects. No clear description of the programme was given to determine the level 
of consistency in delivery or programme integrity. Similarly, no description of 
programme facilitators was given in terms of training level, supervision received or 
adherence to the programme.
Cawthorne (2003); UK
Participants'. Male patients (n=5) described as having a primary diagnosis of 
schizophrenia or other psychoses, assessed using ICD-10 (WHO, 1992).
Intervention: CBT for psychosis groupwork programme, including individual sessions. 
Comparison: None.
Outcome(s): Psychotic symptoms, depression and anxiety.
Finding(s): Following participation in the CBT for psychosis programme, significant 
reductions in experiences of delusions, hallucinations and depression were reported. No 
changes were noted for experienced anxiety.
Risks of bias: Sessions were delivered following a manualised structure developed from 
guidelines and a theoretical basis for CBT with psychosis to support intervention 
fidelity. No details were provided about the duration of the therapy. Facilitators were 
described as being accreditable to deliver cognitive behavioural therapy to promote
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intervention fidelity. No description was given as to the level of expertise of the 
facilitator that delivered the individual sessions for participants, which outcomes are 
reported for. No description was provided about how outcomes are rated (e.g. self- 
report; observational). The study sample of five individuals limits any representative or 
generalizable results; and the authors acknowledge the limitations of no control group.
Newton, Coles, and Quayle (2005); UK
Participants: Male patients (n=9) legally classified as having mental illness (n=4), 
psychopathic disorder (n=3) and both categories (n=2), no clinical diagnoses were 
reported. Index offences consisted of violence, including homicide (n=2), arson (n=l) 
and sexual offences (n=6).
Intervention: Relapse prevention group.
Comparison: None.
Outcome(s): Self-report measures of general offence supportive beliefs, impulsivity and 
blame attribution.
Finding(s): Positive changes in criminal thinking attitudes and impulsivity were reported 
post group as was an increased responsibility for previous offending behavior.
Risks of bias: The intervention was developed using guidelines and theory of relapse 
prevention and was manualised to promote intervention fidelity. A clear description of 
the content is also provided for replication. Authors identify the study as a pilot, which is 
reflected in the small sample size. Concerning the use of self-report measures there was 
no consideration about whether impression management can be controlled for across the 
outcomes. Only one participant was reported to have dropped out, limiting the risk of 
mortality threat, but no description of the participants across the outcome measures pre­
intervention was given. Participants had received previous relapse prevention therapy, 
which authors suggest may account for lack of change as this may have already 
occurred. Selection bias may be present if participants have already engaged in previous 
interventions, which gives rise to uncertainty about the applicability of the intervention 
to a wider population. The authors did not discuss assumptions of means comparison 
tests with small sample sizes.
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Tapp, Fellowes, Wallis, Blud, and Moore (2009); UK
Participants: Eighty-three male patients legally classified by the Mental Health Act 
(HMSO, 1983) across Mental Illness (n=43), Psychopathic Disorder (n=28) and Dual 
categories (n=12). Participants had a range of index offences: homicide (n=28), violence 
(n=24), sexual offences (n=19), arson (n=6), kidnapping (n=l) and other offences (e.g. 
burglary) (n=6).
Intervention: Enhanced Thinking Skills (EPS) groupwork conducted weekly. 
Comparison: None.
Outcome(s): Self-report measures assessing general offence supportive beliefs, problem 
solving ability and clinical domains (well-being, symptoms, social functioning, and 
risk).
Finding(s): Participants endorsed significant positive changes in thinking styles 
following the group, particularly critical reasoning and social conformity. A significant 
reduction in aggressive approaches to problem solving was also noted, but was replaced 
by an increase in passivity.
Risks of bias: The intervention was adapted from the prison service programme, which 
required the facilitators to be trained in delivery of the group and a manual to promote 
intervention integrity. The authors described modifications to the prison evidence based 
programme. The study provided no description of sampling and recruitment procedure 
to consider the possibility of selection bias. Not all facilitators were trained in delivery 
of the programme and the consistency of facilitators was not described which may 
reduce intervention integrity. In support for the methodological quality, adherence to the 
programme manual was supervised by the programme developer and facilitators 
received supervision. Participants that dropped out of the interventions were compared 
against completers on outcomes and clinical / forensic characteristics to determine any 
risks of mortality effects. The authors also acknowledged that the absence of a control 
group increased the risks of history effects and maturation.
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Laithwaite et al. (2007); UK
Participants: Fifteen male patients with a primary diagnosis of schizophrenia, 
schizoaffective disorder or bipolar affective disorder and low self-esteem.
Intervention: A self-esteem enhancing programme consisting of weekly group sessions 
over a 10-week period.
Comparison: None.
Outcome(s): Self-esteem, self-image and psychotic symptoms.
Finding(s): Self-esteem and depressed mood significantly improved following the 
group, and change was maintained at three months follow up. No significant reduction in 
psychotic symptoms was reported.
Risks of bias: The programme was developed from existing evidence of the interaction 
between self-esteem and psychosis. Modifications to an existing self-esteem intervention 
were made to adapt to a forensic setting but not reported. No information is given about 
the consistency of facilitator attendance throughout the intervention or whether it was 
supervised or observed to ensure adherence to the programme. Raters of outcomes 
included intervention providers, which may increase instrumentation effects. Study 
authors acknowledged the small sample size and lack of control group are limitations, 
and report that outcome measures had not been validated in forensic populations, which 
may impact on findings.
Jones and Hollin (2004); UK
Participants: Male patients (n=8) with antisocial (n=5) or borderline personality 
disorder (n=3) diagnoses, assessed using the International Personality Disorder 
Examination (IPDE; Loranger et al., 1994). Index offences consisted of murder (n=3) 
and grievous bodily harm (n=5). All had previous convictions for violence.
Intervention: Anger management groupwork and individual sessions.
Comparison: None.
Outcome(s): Self-report assessments of anger, emotional control and behavioural 
outcomes assessed from institutional incidents.
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Finding(s): Reductions in both self-reported anger, with the exception o f the ability to 
inwardly control anger, and observed aggressive behavior were found post group, which 
was also maintained at a four-week follow up.
Risks of bias: Programme sessions were clearly described and modules were developed 
from aggression theory and manualised. Facilitators consisted of a nurse consultant and 
nurses in CBT training; no description is given about whether the training requirements 
of the facilitators were suitable for the intervention. Recruitment was based on 
individualized needs formulations to ensure responsivity. Authors acknowledged the 
limitations of generalizability due to the small sample size and the lack of a control 
group at this stage of the pilot evaluation. The potential for response bias on self- 
reported outcomes was not discussed, however observer ratings of incidents were 
consistency checked by facilitators and inter rated to remove instrumentation effects.
Dialectical Behaviour Therapy (DBT) interventions
Two of the psychotherapeutic studies evaluated outcomes following DBT therapy, one 
for male patients the other for female patients.
Evershed et al. (2003); UK
Participants: Male patients (n=8) with predominantly legal classifications of 
Psychopathic Disorder (n=7) and one with dual classification of Mental Illness and 
Psychopathic Disorder (HMSO, 1983). Participants were reported to have index 
offences of violence (n=3), sexual offending (n=4) and both (n=l).
Intervention: Group and individual DBT delivered weekly over 18 months.
Comparison: Treatment as Usual (TAU) group matched on MHA, offences, and 
outcomes (n=9).
Outcome(s): Case-file ratings of violent institutional incidents and self-reported 
aggression.
Finding(s): Patients receiving DBT demonstrated significant improvements compared to 
patients receiving TAU on violence related incidents and self-reported experiences and 
expression of anger.
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Risks of bias: Authors reported that the TAU group was recruited 12 months after the 
DBT group had commenced, which had potential implications for history effects given 
different potential influences of co-occurring interventions, which were reported but not 
described. Groups were also reported not to be equivalent at intake. Behaviour ratings 
were conducted by an independent rater and inter-rated to check reliability of codings 
for frequency and severity of violence. No psychometric information for self-report 
outcomes was reported, and no description is given for two of the measures whether 
self-report or observer rated. DBT was manualised and facilitators received supervision 
to support intervention fidelity, in contrast DBT adherence training was not attended, 
increasing the risk of programme deviation. Pragmatic adaptations were made to the 
programme to fit restrictions in a high secure service, no discussion was provided as to 
whether this had implications for intervention integrity.
Low, Jones, Duggan, Power, and MacLeod (2001); UK
Participants: Ten female patients with borderline personality disorder diagnoses 
assessed using the IPDE (Loranger et al., 1994). Seven of the participants also met 
criteria for at least one other personality disorder (e.g. antisocial, paranoid, avoidant). 
Intervention: Group and individual DBT delivered over a 12-month period.
Comparison: None.
Outcome(s): Self-report assessment of dissociative experiences, reasons for living, 
hopelessness, depression, suicidal ideation, impulsivity and behavioural outcomes of 
self-harm incidents.
Finding(s): Significant reductions in self-harm incidents were reported during 
participation in DBT. Positive changes across all self-reported outcomes were found 
post group with most significant changes recorded at eight months into the intervention. 
Positive trends were maintained at six months follow up.
Risk of bias: DBT therapy principles were taken from evidence base and theory. The 
inter-rater reliability of incidents ratings as outcomes was not discussed. No information 
was provided about the facilitators and training level, with the exception of the 
individual therapist. Participant drop outs were small, limiting the impact of mortality 
threats, but were not compared to therapy completers to consider attrition bias. The
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authors acknowledged outcomes couldn’t be attributed to the intervention given the lack 
of a comparison group. As the study employed a large number of outcome assessments 
there was also a risk of a type I error, but this was not discussed.
Schema Modal Therapy (SMT) interventions
A single study evaluating schema therapy for patients with personality disorder was 
included in the reviewed studies.
Tarrier et al. (2010); UK
Participants: Twenty-nine male patients with psychopathic traits, assessed using the 
PCL-R (Hare, 1991), and diagnoses of antisocial (n=18) and borderline (n=8) 
personality disorder assessed using the Structured Clinical Interview for DSM-IV 
(SCID-II; First et al., 1997). Index offences were predominantly for violent and sexual 
offences.
Intervention: Schema modal therapy (SMT) delivered in both group and individual 
sessions on a weekly basis over a two-year period.
Comparison: Treatment as Usual (TAU) group (n=34).
Outcome(s): Self-reported aggression, impulsivity and schema type, observer ratings of 
interpersonal functioning, including aggression and interview-based assessment of 
mental state and violence risk.
Finding(s): Significant improvements in risk of violence and defective / shame schemata 
were observed in the SMT group, compared to patients receiving TAU. For the majority 
of the remaining assessed outcomes no differences could be shown between these two 
groups.
Risks of bias: Participants were randomly assigned, via telephone assessment, post­
baseline assessment to conditions. A number of participants withdrew prior to 
randomization; however no consideration was given to the potential for mortality risks. 
Instrumentation effects on outcomes were reduced by promoting blind ratings of 
outcomes, using a series of methods to promote anonymity in the rating process. 
Similarly, a proportion of observer ratings were inter-rated, and raters were provided 
with formal training in the assessment process. Efforts were made to promote
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intervention fidelity, including, supervision and assessment of therapist contributions, 
and the use of a treatment protocol with expert advice. Authors highlighted the difficulty 
of maintaining these efforts given the ongoing developments in the field of SMT and as 
a consequence therapists would not have met standards for the delivery of the therapy. 
The treatment protocol was also modified but no description of modifications or 
consultation was provided. Authors highlighted the risk of a Type I error with multiple 
testing.
Art therapy interventions
A single art therapy intervention was investigated.
Cocking and Astill (2004); UK
Participants: Male patients, no further detail given.
Intervention: Group bibliotherapy and poetry-based therapy aimed at encouraging the 
development of emotional maturity and self-expression.
Comparison: None.
Outcome(s) : Facilitator observations in terms of therapeutic benefits.
Finding(s): Facilitators noted increased confidence in social interactions and improved 
engagement with therapy. No inferential statistics were reported.
Risks of bias: The group programme employed art-based therapy based on theory and 
guidelines, which supports intervention fidelity. The programme was modified 
specifically to be responsive for forensic patients. No details were reported on the 
composition of facilitators for the group or any training requirements for delivery. No 
description of group membership was given. The process of recruitment was from 
invitation not selection, which lowers the risk of recruitment bias but may exclude those 
not engaging with therapeutic activities. The study is limited as it was not an evaluation 
and only describes the content and theory of the group in detail and some observations 
that are not quantified.
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Drama therapy interventions
Reiss, Quayle, Brett, and Meux (1998); UK
Participants: Twelve male patients with co-morbid personality diagnoses 
(approximately two diagnoses per patient) assessed using the SCID-II (First et al., 1997). 
Psychopathic traits were assessed for using the PCL-R (Hare, 1991) with low ratings 
reported (median=8.5). Offences of participants included homicide (n=8) and adult 
(n=2) and child (n=l) sexual offences.
Intervention: Therapeutic theatre project delivered daily over a period of five days. 
Comparison: None.
Outcome(s): Self-report assessments of aggression.
Finding(s): Reductions on all expressions and experiences of anger, with the exception 
of state anger, were reported post group. This was consistent at three months follow-up, 
where state anger had also improved. A significant reduction in trait anger and 
improvement in anger control was reported.
Risks of bias: The intervention was clearly defined and delivered by external facilitators 
lowering potential biases relating to facilitator involvement. However, no information 
was available about the evidence base for the project or whether the project was 
structured or manualised. Authors acknowledged the likelihood of other interventions 
impacting on changes in outcomes or the use of outcome themselves initiating change or 
the motivation for social desirability. The lack of a comparison group also contributed to 
potential history and maturation threats.
Multi-modal interventions
Hughes et al. (1997); UK
Participants: Fifteen male patients classified under the Mental Health Act (HMSO,
1983) as having psychopathic disorder and convictions of sexual offences (although this 
was not the admission criteria of the intervention).
Intervention: Psychological treatment unit containing 3 elements: 1) Supportive milieu 
(not specifically TC) 2) Groupwork intensive treatment programmes 3) Individual
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treatment as appropriate. Multiple groups were run targeting a range of needs: 
assertiveness, cognitive skills, self-esteem, problem-solving, emotional awareness. 
Comparison: None.
Outcome(s): A wide range of outcome measures (18 in total) were applied to each 
specific programme.
Finding(s): The number of positive changes on the multiple outcome assessments 
outweighed negative changes with the exception of two participants, one of whom 
showed more negative outcomes, the other an equal degree of positive and negative 
change.
Risks of bias: All facilitators responsible for the delivery of interventions in the unit 
were provided a development programme to ensure adherence to the intervention 
strategy. Study authors acknowledged that participants did not engage in equal numbers 
of groups, sample sizes were also small. Authors acknowledged the lack of 
standardization for measures used was a limitation in terms of reliability and validity of 
assessment. Participants that dropped out were reported by authors to have had similar 
characteristics, but no description is provided to consider mortality effects. Given the 
large number of outcomes a risk of a Type I errors was increased and the range of 
interventions limits the opportunity to attribute change to specific features of the unit.
Moore, Manners, Lee, Quayle, and Wilkinson (2000); UK
Participants: Eight male patients classified with Mental Illness (n=l) and Psychopathic 
Disorder (n=7) (HMSO, 1983), and clinical diagnoses of mixed personality disorder of 
emotionally impulsive type (n=6); paranoid traits (n=l); and schizoid presentation (n=l), 
(WHO, 1992). Reported offences were for manslaughter and violence.
Intervention: Family awareness groupwork, delivered weekly.
Comparison: None.
Outcome(s): Self-report family relationships test and placement progression at 12- 
months follow up.
Finding(s): A  significant positive change in feelings towards the self and mother 
relationships was shown following the group. A mixed finding was shown for fathers,
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where outgoing feelings were increasingly negative, although not significantly, and 
incoming feelings changed towards the positive.
Risks of bias: The group was developed on the basis of theory and models of groupwork 
and systemic therapy; session content was clearly described to indicate intervention 
fidelity. Facilitators consisted of nursing, psychology and arts therapy disciplines; 
authors reported nursing staff were qualified and adhered to therapeutic principles for 
the group. Authors acknowledged the limitations with no control group and possible 
impression management from self-report measures. No description of paralleling 
interventions that might influence outcomes was provided and the validity of attributing 
placement progression to the group was difficult to establish.
Personal Construct Psychology (PCP) oriented psychotherapy intervention
Goold and Kirchhoff (1998); UK
Participants: A male patient with schizophrenia and an index offence of physical 
violence.
Intervention: PCP-oriented psychotherapy over a one-year period, based on developing 
and improving relationships.
Comparison: None.
Outcome(s): Self-report and observer-rated mood scale and a self-report repertory grid 
exercise to explore personal relationships.
Finding(s): A case illustration suggests PCP-oriented psychotherapy facilitated a 
reduction in anxiety and depression and the development of a more appropriate approach 
to managing personal relationships.
Risks of bias: No information was given on the facilitators of the programme. No 
rationale for the selection of the participant was given to consider selection bias or 
differences with other programme attendees. Authors discussed the limitations of 
ideographic work, such as the lack of nomothetic conclusions. Authors also reported no 
co-occurring interventions were received, which would reduce the threat of history 
effects. However, the absence of a randomly assigned control group or case still
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warrants consideration in the context of non-specific therapeutic experiences, such as 
therapeutic alliances.
Pharmacological interventions
A total of seven studies evaluating outcomes in response to pharmacological treatments 
were identified, six used antipsychotic treatment, one antiepileptic treatment.
Gobbi, Gaudreau, and Leblanc (2006); Canada
Participants: Fourty-five patients, male and female, with diagnoses of either 
schizophrenia (51%), schizoaffective (45%) or bipolar disorder (4%), rated using the 
Diagnostic and Statistical Manual for Mental Disorders IV (DSM-IV; APA, 1994) by a 
qualified psychiatrist; all with a reported episode of aggression prior to the intervention. 
Approximately 90% of participants had criminal convictions.
Intervention: Topiramate antiepileptic medication, prescribed daily over 12-weeks. 
Comparison: Valproate and a combination of Topiramate-Valproate.
Outcome(s): Aggression, psychotic symptoms, social functioning / interaction and 
nursing management requirements.
Finding(s): A significant reduction in reported aggression and agitation and the need for 
strict surveillance was reported for patients receiving Topiramate. Improvements in 
psychotic symptoms were noted for the comparison treatments.
Risks of bias: Treatments were evaluated using a case control mirror image study with 
groups compared on baseline demographics and clinical characteristics including one of 
the outcome variables. Observer rated aggression was inter rated to ensure reliability, 
however observations of social interactions were not described and no information 
regarding inter rater reliability was reported. Authors reported that outcomes were 
mostly evaluated in a blind manner to reduce instrumentation effect. Participants who 
dropped out were reported but the final sample size is unclear.
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Tennent, Bancroft, and Cass (1974); UK
Participants: Twelve male patients with histories of sexual offences against adult and 
child victims.
Intervention: Benperidol orally administered over a six-week period.
Comparison: Chlorpromazine and Placebo.
Outcome(s): Self-reported sexual interest, sexual activity (masturbation), sexual attitudes 
and physiological erectile response.
Finding(s): Benperidol was associated with a positive significant reduction in self- 
reported sexual interest ratings and a non-significant improvement in sexual activity. 
Risks of bias: No consideration was given as to whether there was a risk of cross over 
contamination effects from medications, and no time lapse in between administration is 
reported. Information as to whether participants were engaged in other therapeutic 
activities, other than pharmacotherapy was not provided. No description of the treatment 
prescriber was given although authors report a pharmacy prepared drug doses, which 
should reduce risk of error in dosage and promote “blind” allocation. Potential 
instrumentation effects with self-reported assessments o f sexual behavior were not 
discussed.
Beck et al. (1997); USA
Participants: Ten male patients with diagnoses of schizophrenia (n=7) or schizoaffective 
disorder (n=3); rated using DSM-IV.
Intervention: Risperidone administered daily over approximately nine months. 
Comparison: Traditional neuroleptics (n=10).
Outcome(s): Observer ratings of interpersonal behavior and clinical functioning. 
Finding(s): No significant improvements on outcomes were recorded for the 
Risperidone group, when compared to patients treated with neuroleptics.
Risks of bias: Treatments were evaluated with a control group for comparison; both 
groups were matched on clinical and demographic characteristics pre-treatment. Study 
authors acknowledged the lack of randomization as a limitation. Potential risk of 
regression to the mean for aggression was reported but descriptive statistics to determine 
outliers were not presented. No information was given about whether observed
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outcomes were inter rated for reliability or whether training was required to complete the 
behavioural checklist. No report is provided on the delivery of medication, whether 
doses were monitored to ensure consistency. No description of additional medication 
prescriptions or differences between controls and cases was given. Equally, participants 
who dropped out were not described to determine mortality risks. The Time Sample 
Behavioural Checklist reportedly had exceptional reliability and validity, although no 
specific details were given to support this claim.
Tiihonen et al. (2003); Finland
Participants: Thirty-four male patients diagnosed with schizophrenia (paranoid, n=17; 
disorganized, n=7; undifferentiated, n=6; residual, n=4) using the SCID-II (First et al., 
1997), which was rated by qualified psychiatrists.
Intervention: Lamotrigine with Clozapine, prescribed daily over a 14-week treatment 
period.
Comparison: Placebo.
Outcome(s): Psychotic symptoms and side-effects.
Finding(s): A significant reduction in psychotic symptoms, with the exception of 
negative symptoms, was reported for patients receiving Lamotrigine compared to 
patients receiving a placebo treatment.
Risks of bias: A randomized double blind cross over trial design was conducted to 
reduce history and maturation threats. Participants were matched on clinical and 
demographic characteristics prior to the trial. Authors allowed a wash out period before 
cross over to ensure no spillover effects from previous trials, although no description 
was given on the recorded levels prior to cross over. Diagnosis for sample selection was 
inter-rated for a proportion of participants and outcomes were inter-rated for reliability. 
Outcomes were inter-rated on observer ratings for a proportion of participants. Sufficient 
inter rater reliability reported, but no indication on the psychometric properties of the 
outcome measures was provided.
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Tavernor, Swinton, and Tavernor (2000); UK
Participants: Thirty-two patients classified with Mental Illness and Psychopathic 
Disorder MHA categories (HMSO, 1983) and ICD-10 (WHO, 1992) diagnoses of 
schizophrenia (n=30) and schizoaffective disorder (n=2).
Intervention: High dose (>1400mg daily) neuroleptics: Chlorpromazine or equivalent, 
administered via depot on a daily basis.
Comparison: Standard British National Formulary dosage (<1000mg daily) neuroleptics 
(n=32).
Outcome (s): Observer ratings of behaviour, including social dysfunction and aggression; 
interview rated psychotic symptoms experiences and self-reported side effects. 
Finding(s): Limited evidence presented for the value of high dose neuroleptics, with 
increased risk of negative outcomes, particularly higher aggression.
Risks of bias: Both groups were matched on demographics, however as baseline 
characteristics were not recorded to determine symptoms or functioning of the two 
groups, attributing outcomes to the dosage levels is uncertain. To limit instrumentation 
effects observer ratings were made blind on one outcome variable, no information was 
given for the remaining observer rated outcomes. No clear evidence of psychometric 
properties of outcomes or application in this setting was provided. Evidence of 
additional medication with antipsychotics was reported but no significant difference 
between controls and cases, in terms of distribution, were found.
Swinton and Haddock (2000); UK
Participants: Male and female patients (n=106) with Mental Illness (n=93),
Psychopathic Disorder (n=5), Mental Impairment (n=l) and dual (n=7) legal 
classifications (HMSO, 1983).
Intervention: Clozapine.
Comparison: Control group (n=106).
Outcome(s): Length of stay (LOS).
Finding(s): A significant reduction in hospital LOS was reported for patients receiving 
Clozapine over case controls who did not receive Clozapine.
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Risks of bias: Controls were matched on demographics at time of admission to eliminate 
history or maturation effects. A proportion of controls were matched to more than one 
case to ensure equivalent group sizes. Authors reported significant differences between 
the groups on MHA classification, which may influence discharge decisions. To ensure 
integrity of the control group, membership assignment was random, but no description 
of randomization was provided to evaluate this. No baseline clinical characteristics were 
described for the two groups to demonstrate comparability.
Dalai, Larkin, Leese, and Taylor (1999); UK
Participants: Fifty male and female patients with ICD-10 (WHO, 1992) diagnoses of 
schizophrenia (n=46) and schizoaffective (n=4) disorders.
Intervention: Clozapine.
Comparison: Comparison group (n=50) not receiving Clozapine or any other atypical 
antipsychotic / Clozapine discontinued group (n=17).
Outcome(s): Retrospective case-file ratings of psychotic symptoms, incidents of 
aggression and self-harm and discharge rates.
Finding(s): Clozapine treated patients were recorded as having fewer positive symptoms 
and episodes of violence compared to the discontinued group. No significant benefits in 
increased discharge rates for patients on Clozapine were noted, although those that 
discontinued treatment stayed longer than controls.
Risks of bias: A matched comparison group to conduct the two year follow up was 
included, although authors acknowledge the lack of randomization retains possible bias 
in the selection process. To ensure the reliability of examining outcomes from case file 
information, inter rater checks were conducted. The study authors describe the absence 
of negative symptom ratings due to the lack of sufficient information from case files 
restricting the findings to specific symptomatic experiences. No description of Clozapine 
doses was provided or whether this changed over the study period.
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Physiological interventions
A single study investigating outcomes from a physiological intervention was included in 
the narrative synthesis.
Holi et al. (2004); Finland
Participants'. Male and female patients (n=l 1) with mixed diagnoses of schizophrenia 
(paranoid, n=10; catatonic, n=l; hebephrenic, n=3; residual, n=6; and undifferentiated, 
n=2), rated using DSM-IV (First et ah, 1997).
Intervention: High-frequency left prefrontal repetitive transcranial magnetic stimulation 
(rTMS) to the left dorsolateral prefrontal cortex (DLPFC).
Comparison: Sham group (n=l 1).
Outcome(s): Mental state, psychotic symptoms and hormonal responses.
Finding(s): No significant improvements in reported psychotic symptoms were found 
for patients receiving rTMS, compared to those receiving a sham treatment.
Risks of bias: The intervention was conducted using a double blind randomly assigned 
control group, assuming the stimulation and sham conditions can be concealed 
effectively. Sham and stimulation groups were matched on a series of characteristics 
(including drug regimens), although not all outcomes were matched for the control 
group pre-intervention. Delivery of the stimulation was across two different procedures 
conducted which may impact on the integrity of the control group method if participants 
could identify differences or discuss procedures with other participants. No indication of 
psychometric properties for outcome measurements was reported.
85
Dietary interventions
A single dietary intervention investigating the impact of gluten on psychotic symptoms 
was found.
Vlissides, Venulet, and Jenner (1986); UK
Participants: Twenty-two male patients with diagnoses of paranoid schizophrenia 
(n=16), schizophrenia of undifferentiated type (n=l), paranoia (n=l), mental 
subnormality (n=2) and personality disorder (n=l).
Intervention: Gluten-free diet over a 14-week period.
Comparison: Gluten-free diet and gluten added to drinks; pre-trial (baseline) 
comparison.
Outcome(s): Observer rated psychotic symptoms and alterations in medication 
prescriptions.
Finding(s): Significant benefits of a gluten-free diet were reported for a range of 
psychotic symptoms, including, hostility, and anxiousness and depressive mood.
Risks of bias: A double blind cross over trial method with participants was employed. 
Integrity of the blinding procedure was clearly described. Participants were observed to 
ensure adherence to the dietary changes, however no information was given about the 
inter-rater reliability of observations that determined outcomes. No reports on changes in 
medication or other routines despite being identified as assessed outcomes in the 
described method of the study.
Physical interventions
A single study investigating outcomes from an exercise intervention was reported.
Tetlie, Eik-Nes, Palmstierna, Callaghan, and Nettestad (2008); Norway
Participants: Male and female patients (n=13). No other physical, clinical or forensic 
description was provided.
Interventions: Exercise intervention.
Comparison: None.
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Outcome(s): Physical and mental health outcomes including: weight, body mass index, 
heart rate, heart rate recovery, triglyceride, glucose and cholesterol levels, feelings of 
exertion, anxiety, irritability, hallucinations, physiological tension, well-being and 
safety.
Finding(s): Following the exercise programme, patient’s resting heart rate and systolic 
blood pressures improved, as did self-reported feelings of well-being and personal 
safety.
Risks of bias: Outcomes were predominantly physiological, and therefore the risk of 
regression to the mean was minimal. Potential instrumentation effects are identified as 
intervention providers rating improvements on psychological / behavioural outcomes 
were not reported as being inter-rated to ensure reliability. In addition, outcomes were 
qualitatively reported with no significance levels provided or pre-post interventions 
scores to determine effect size.
Meta-analysis
Due to the absence of sufficient study information, establishing the clinical and 
methodological homogeneity across comparable interventions was impeded. Given the 
risk of drawing incorrect conclusions from aggregating intervention effects from studies 
that are not comparable, no meta-analyses were conducted (Egger & Smith, 1995; 
Greenhalgh, 1997). Where sufficient study information was available, there were clear 
differences across reported participant characteristics, intervention methods, assessed 
outcomes and methodological quality. Consequently, meta-analyses of ESE were not 
conducted to avoid pooled effects of study biases (Higgins & Green, 2008). A summary 
of study information with respective ESE is provided in Table 16.
For a number of studies ESE could also not be determined due to authors from dated 
studies no longer being contactable, no response from authors contacted for further 
information and authors who did respond but reported that the requested information 
was no longer accessible. Information was also unavailable to indicate whether measures 
of outcomes were standardized and therefore the potential risk of inflated ESE was also 
increased (Ferguson, 2009), and should be interpreted cautiously.
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Discussion
The main focus of outcome investigations for patients detained in high security has been 
on one of the key public protection roles of these services, which is to reduce risk to 
enable discharge to lower secure settings and where possible the community (Blackburn, 
1993; Halleck, 1987). Follow-up studies predominantly report recidivism and re­
admission rates (and to a lesser extent mortality and social functioning) as indicators of 
success or failure for high secure hospital residents. An issue with investigating distal 
outcomes for high secure patients, such as the “dark figure” of recidivism, is the task of 
accurate recording, which can be influenced by a number of confounding factors 
(Tarling, 1993). The problems of history and maturation effects influencing this outcome 
are also not as easily resolved by use of a comparison group when evaluating a whole 
system of treatment, which may contain any number of varied therapeutic elements. 
Consequently, attributing any long term success or failure to the high secure hospital 
experience is difficult. An over reliance on recidivism as an outcome is also limited in 
determining which aspects of high secure care have reduced risk, and what impact 
experiences following discharge can have on this outcome (Gunn & Taylor, 1993). As a 
result, a high proportion (90%) of follow-up investigations identified by the current 
review were assessed as being at risk of a number of biases.
Of the follow-up studies meeting the quality criterion for narrative synthesis one 
evaluation of high secure hospital treatment circumvented certain risks of bias by use of 
a matched comparison group (Rice et al., 1990). This demonstrated that treatment 
decreased the risk of recidivism compared with a matched group of individuals not 
admitted for treatment. However, with no information about what specific interventions 
were received whilst admitted, how this was achieved cannot be determined. Similarly, a 
longitudinal evaluation of multidisciplinary treatment in high security demonstrated 
clinical and social improvements for patients, but the specific active therapeutic 
ingredients that promoted this change were not clearly identified (Timmerman & 
Emmelkamp, 2005). Vartiainen et al. (1995) present patients opinions on the curative 
factors of high security, which provides a focus on the specific content of care, in terms
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of satisfaction; however, it is difficult to determine from this information how these 
factors impact on the clinical and functional status of patients.
Focusing on the specific interventions delivered within the high security perimeter, 
psychotherapy and pharmacology were those most often evaluated, with fewer 
investigations of, for example, nursing, occupational therapy, physical health care and 
vocational interventions. A wide range of outcomes were examined, which emphasises 
the multiple clinical and social functioning challenges presented by patients (Thomas et 
al., 2004) and the overlapping multidisciplinary task of rehabilitation (Lindqvist & 
Skipworth, 2000). As with high secure hospital treatment studies, a high proportion 
(62%) of evidence for specific interventions was assessed as being at risk from a number 
of biases, leaving a reduced volume of evidence for narrative synthesis.
Across the milieu interventions delivered for patients with personality disorder 
diagnoses and psychopathic personality traits, evidence of positive outcomes was mixed. 
An evaluation of a TC within a maximum-security hospital reported lower recidivism 
rates for TC patients when compared with a control group (Rice et al., 1992). However, 
for TC members assessed as having characteristics of psychopathy a higher rate of 
recidivism was reported, indicating the potential ineffectiveness of this approach for this 
specific population. Similarly, in a dedicated high security service for dangerous and 
severe personality disordered patients with psychopathic characteristics, poorer clinical 
and functional outcomes during admission to the service were predominantly found. The 
findings show some consistency with the difficulties discussed around successful 
interventions for psychopathy (D’Silva, Duggan, & McCarthy, 2004). Clearly 
demonstrating which components of the DSPD programme influenced positive or 
negative outcomes presents the same issues as the evaluation of high secure care, with 
the presence of multiple therapeutic processes. Equally, determining which features of a 
TC would be beneficial and for whom remains unclear, but an important question given 
the potential reductions in recidivism.
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Physical changes to the hospital environment were shown to have positive impacts upon 
violent behaviour. From a low cost approach of furniture removal and re-arrangement in 
the ward environment reduced rates of seclusion and casualty incidents have been 
demonstrated (Baldwin, 1985). The implementation of CCTV monitoring was also 
shown to reduce violent incidents within the hospital setting, with no reported increase 
in paranoia or deterioration to mental health status, which was investigated as a potential 
adverse outcome (Vartiainen & Hakola, 1994). This evidence lends support to 
recommended approaches to managing violence in inpatient settings such as high 
security (Royal College of Psychiatrists, 2003). However, whether these approaches 
impact beyond short-term management of violent behaviour and promote individual 
change is not clear.
Evidence for social skills training as a behavioural intervention was presented for 
patients with a history of fire setting. The provision of social skills was found to improve 
interpersonal functioning deficits in arsonists, which were considered a risk factor of 
fire-setting behaviour (Rice & Chaplin, 1979). Compared with non-directive 
psychotherapy, improvements in social functioning were found and no evidence of 
recidivism was recorded for those that had been discharged from hospital. As no formal 
follow-up with authorities for establishing recidivism was described and other 
interventions in the setting had been received, this positive outcome is offered 
tentatively. Encouragingly, the potential value of role-play in interventions with this sub 
group of offenders would appear consistent with other risk reduction evidence, for 
example with violent offenders (Jolliffe & Farrington, 2007). However, by comparison 
the theory and evidence of intervention effectiveness for fire-setters is underdeveloped 
(Gannon & Pina, 2010). Conclusions might further be cautioned with a subsequent 
evaluation of social skills training at the same hospital, with a non-offence specific 
population. Improvements in social behaviour over client-centred psychotherapy were 
consistent, but reported changes in training did not extend to longer term positive 
outcomes (Rice, 1983). This finding emphasises the importance of considering the 
cognitive capacity of forensic patients to internalise and retain intervention messages for 
long-term use and also that the level of responsiveness is suitably matched to the target
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population. A further use of behavioural modification methods, specifically aversion 
therapy, was also investigated with child molesters, but found no significant risk 
reduction in sexual or violent offending when compared to treatment as usual in high 
security (Rice et ah, 1991).
The value of psychoeducation within the wider mental health field is well established, 
with reported benefits in reducing mental health symptoms and promoting engagement 
in therapeutic activities (Pekkala & Merinder, 2002). Both outcomes are certainly 
relevant to high secure treatment, where illnesses are enduring and motivation to engage 
with interventions is complicated by the experience of being involuntarily detained. 
Available evidence for the benefits of psychoeducation in high security, albeit using 
different modalities, reports similar outcomes. Using a computerized psychoeducation 
programme, patients with schizophrenia described an increased knowledge about 
relapse, stress and sources of support (Walker, 2006). In a more rigorous evaluation of 
group psychoeducation, significant improvements in illness knowledge and awareness 
and improved attitudes towards treatment were also found (Aho-Mustonen et al., 2008).
Evidence for the use of psychotherapy interventions in high security is presented for a 
wide range of risk reduction and mental health restoration needs. For risk reduction, 
cognitive behavioural therapy for adult and child sexual offenders was associated with 
moderate reductions in recidivism rates (Marques et al., 1994; Nicholaichuk et al., 
2000). By comparison the evidence points towards the possible value of CBT over 
aversion therapy in the intervention of sexual offenders, although these were not 
compared directly. An important non-finding was that non-completion of interventions 
was associated with poorest outcomes, identifying the potential iatrogenic effects of 
interventions that are often not known or go unreported (Marques et al., 1994). Potential 
history threats from parallel interventions are acknowledged and limitations with 
recidivism outcomes, as previously discussed, also apply.
A number of evaluations targeted other distinct risk reduction outcomes. An evaluation 
of a cognitive skills group programme indicated positive changes in offence thinking
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styles, but also reported an adverse outcome of increased passivity in problem-solving 
techniques (Tapp et ah, 2009). Anger management for personality-disordered offenders 
reported positive changes across aggression and mental health outcomes post 
intervention (Jones & Hollin, 2004). Reductions in self-reported anger levels were also 
shown following a drama therapy project (Reiss et al., 1998). The use of relapse 
prevention to focus on changing behaviours that contribute to offending showed positive 
changes in offence thinking styles and blame attribution (Newton et al., 2005). Notably, 
none of these evaluations incorporated a comparison group to limit confounding factors 
from TAU received in high secure care and a proportion are presented as preliminary 
findings, which is indicated by the sample sizes (Goold & Kirchhoff, 1998; Hughes et 
al., 1997; Jones & Hollin, 2004). Whilst all met the criterion for inclusion in the 
narrative synthesis, the weight of evidence from these should be considered cautiously 
until more robust evidence is provided to add support to the clinical evidence these 
studies present.
For psychotherapy interventions targeting mental health restoration outcomes a similar 
profile of evidence emerges, in terms of several discrete outcome studies. CBT for 
patients with psychosis was reported as effective in ameliorating positive symptoms of 
schizophrenia (e.g. hallucinations) (Cawthome, 2003). Improvements in the 
symptomatology and self-esteem for patients with schizophrenia were also found 
following a self-esteem group intervention (Laithwaite et al., 2007). Investigating the 
impact of a family awareness group programme Moore et al. (2000) suggest that the 
process of exploring family life could reduce feelings of isolation in patients. All 
investigators acknowledge the need for more rigorous evaluations to have confidence in 
promoting the practice of these interventions.
Evaluations of more recently developed “third wave” cognitive behavioural therapies 
(Hayes, 2004) for mental health restoration, specifically Dialectical Behaviour therapy 
(DBT) and Schema Modal therapy (SMT), report a number of clinical and functional 
benefits from more rigorous evaluations. DBT for people with borderline personality 
disorder was evaluated for both men and women in high security. Among women,
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reductions in institutional incidents for self-harm and improvements in mental health 
were reported following intervention. In a more robust evaluation with male high secure 
patients, significant changes in self-reported aggression and observed violent behaviours 
were found when compared with TAU (Evershed et al., 2003). A study of SMT for high 
secure personality disordered inpatients reports significant reductions in violence risk 
and self-reported maladaptive defectiveness and shame schema (Tarrier et al., 2010). 
However, complications with determining quantifiable benefits over TAU, which 
represents nested interventions within which there are problems of disentangling 
therapeutic ingredients, limited confidence in comparison (Tarrier et al., 2010).
The evidence base for pharmacological treatments for high secure patients was 
predominantly reported for the use of antipsychotic medications, often for patients with 
treatment resistant schizophrenia (Dalai et al., 1999; Swinton & Haddock, 2000). The 
efficacy of Clozapine compared to a non-Clozapine group in both studies demonstrated 
improvements in discharge rates at two years for those on Clozapine. A further follow 
up at four years was reported for the former study in addition to positive reductions in 
violent behaviour. Evidence of combined Lamotrigine (antiepileptic) and Clozapine 
medication (Tiihonen et al., 2003), compared with a placebo, reported moderate changes 
on psychiatric symptoms, and more specifically positive symptoms and general 
psychopathology. Outcomes comparing high versus low dose Chlorpromazine patient 
groups (Tavemor et al., 2000), reported marked and negative differences in the high 
dose group on thinking disturbance, irritability and reported incidents of aggression. The 
findings indicate the potentially harmful effects of high dose antipsychotics outweighing 
the clinical benefits. A single study investigating changes in social functioning following 
Risperidone versus traditional neuroleptics showed no significant differences between 
medication types (Beck et al., 1997). Investigating the benefits of antiepileptic 
medication, Topiramate was favored in reducing physical aggression towards property 
and other people at eight and 12-week follow-ups over an alternative antiepileptic 
(Gobbi et al., 2006). À single study investigating the effects of neuroleptic medication 
on sexual drive and arousal among sex offenders, offers preliminary evidence for the use
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of Benperidol in reducing the frequency of sexual thoughts and fantasies, which act as 
potential risk factors in sexual offending (Tennent et ah, 1974).
Evaluations of neurophysiological interventions in high security were notably absent, 
despite it often being a much debated method for the treatment of mental health 
problems and its ongoing, albeit seldom, practice in specialist secure services 
(Kristensen, Brandt-Christensen, Ockelmann, & Jorgensen, 2012; Thomson, 2000). A 
single evaluation of the clinical effectiveness of repeated transcranial magnetic 
stimulation (rTMS) on psychotic symptoms for male and female patients with 
schizophrenia was conducted (Holi et al., 2004). No significant improvements in 
symptom experience were found for the rTMS group.
A single study investigated the effects of diet on mental health well-being, specifically 
the influence of gluten on positive symptoms of schizophrenia (Vlissides et al., 1986). 
Significant improvements in observer-rated anxiety, depression, hostility and psychotic 
symptoms following the introduction of the gluten-free diet compared to the pre-trial 
condition were reported. Whilst underrepresented when compared with the volume of 
evidence for other interventions, the potential benefits of promoting a healthy lifestyle 
through education and management of dietary needs should not be overlooked. This has 
been emphasised in long stay inpatients, which would include those in high security, 
where physical health care problems concomitant with mental illnesses can be 
significant (Cormac, Martin, & Ferriter, 2004). The importance of promoting healthy 
living has therefore been considered an integral part of recovery from serious mental 
illness (Silverstein & Bellack, 2008).
A further physical health care intervention, in the form of an exercise programme, was 
evaluated to determine the impact on both physiological and mental health outcomes 
(Tetlie et al., 2008). Significant health benefits in addition to self-reported psychological 
improvement of well-being were experienced following the programme. The relevance 
of physical health interventions in the context of high security is significant considering 
the impact of being restricted to physical activities due to institutional constraints and
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also the impact of alternative treatments, such as medication, that have reported effects 
on physical health outcomes. Therefore the psychological benefits of physical health 
interventions for psychiatric populations also warrants further implementation and 
evaluation in the context of recovery in high security (Martinsen & Stephens, 1994).
Implications for the provision of high secure hospital treatment
The existing evidence of the effectiveness of interventions delivered in high security is 
varied and a number of issues are apparent, particularly the confidence in reported 
findings with limited validity, determined by study quality ratings. Also, intervention 
effect sizes can only be interpreted with caution given the potential risk of estimates 
being influenced by methodological quality of studies. For example the use of poorly 
standardized measures may inflate estimates if researchers select from multiple 
outcomes, in contrast sample responses that show poor reliability on a measure may 
lower estimates (Baguley, 2009; Ferguson, 2009; Olejnik & Algina, 2003). However, 
positive outcomes can be demonstrated from the best available evidence that highlights 
useful practice implications for high secure service practitioners, which potentially 
contribute to the reported progress of patients as far as community living (Rice et al., 
1990).
Working with a milieu therapy approach within high security offers promising outcomes 
for patients with personality disorders who are inherently influenced by interpersonal 
and environmental interactions. This is an approach advocated by an existing review of 
what works for this patient group (Warren & Dolan, 1996). However, effective clinical 
interventions for those with enduring personality disorder characteristics, particularly 
psychopathy, remain lacking. A milieu approach also extends to the physical security 
within high security hospitals that are valued in managing any threats of a toxic 
environment, which could be counterproductive in the task of recovery.
Preliminary evidence for psycho-education for those with mental illness (including 
schizophrenia) indicates improvements in insight and therapy engagement, the latter 
finding emphasizing the complimentary effects of interventions in the high secure
101
setting (Aho-Mustonen et al., 2008). To reduce the risk of recidivism among patients 
with histories of sexually harmful behaviours cognitive behavioural approaches appear 
effective. A necessary consideration is that non-completion of offence-focused work 
may cause deterioration in those known to be highly vulnerable (Jones, 2007). Whilst 
evidence of CBT for reducing psychotic symptoms is preliminary, it is consistent with 
national guidelines (National Institute for Clinical Excellence, 2009). Third wave 
cognitive behavioural therapies offer promising evidence of risk reduction for detainees 
with personality disorder and a history of serious interpersonal violence (Evershed et al., 
2003; Tarrier et al., 2010). However, complications with determining quantifiable 
benefits over TAU, arguably limits confidence in comparison. The evidence for 
behavioural approaches particularly for reducing offending behavior is limited by both 
dated research and conflicting findings and perhaps requires new evidence to establish 
its place in the package of treatment delivered in high security.
There is evidence for pharmacological interventions, with reports of benefits from the 
use of Clozapine for patients with treatment resistant schizophrenia (Dalai et al., 1999; 
Swinton & Haddock, 2000; Tiihonen et al., 2003); findings are congruent with existing 
UK practice guidance (National Institute for Clinical Excellence, 2009). Clinical 
decision making to increase dosages of antipsychotic medication above British National 
Formulary limits needs to be carefully considered to ensure clinical benefits are not 
overtaken by adverse outcomes (Tavemor et al., 2000). The absence of outcome studies 
that target not only clinical and social functioning needs of the high secure population 
(Jackson, 2000; Scott, Whyte, Burnett, Hawley, & Maden, 2004), but also other core 
domains of needs, for example vocational and educational, highlights that there is a 
shortage of evidence and that this warrants attention (Figure, 5). Based on the findings 
from the review, the validity of using national guideline recommendations, such as 
NICE, with the high secure hospital population appears supported and may provide a 
stopgap for absent evidence. However, it is important to emphasise these are not 
prescriptive and that the noted absence of forensic mental health evidence in existing 
guidance means extrapolating recommendations should always be considered carefully 
(S. Pilling, personal communication, April 23, 2012).
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Implications for high secure service evaluations
Based on the evidence reviewed, improving quality in the description and reporting of 
effectiveness research is a main implication for evaluators. In many of the studies 
collected, information on procedures and findings was insufficient to synthesise 
information and calculate and aggregate intervention effects. Limited information also 
restricted the assessment of methodological quality in order to determine whether 
common threats to the validity of findings had been considered or managed. 
Consequently, a high proportion of studies (>75%) were rated as being of low quality. 
The problem of transparency is not new in forensic mental health research and impedes 
the generalization of research to other contexts as well as the opportunity to replicate 
evaluations, both of which are necessary tasks for supporting external validity (Hodgins, 
2002). The reporting of detailed information is essential for aggregating studies for 
meta-analyses, to determine intervention effects. This is particularly important in the 
context of high secure outcome research where small sample sizes were frequently 
reported. As information was typically absent, it was not possible to pool research 
evidence, with the risk of drawing incorrect conclusions.
Where aggregating studies was considered, and information on the participants, 
interventions and outcomes was available, a high degree of heterogeneity was found 
across these, identifying a further implication for high secure services evaluation 
research. Whilst the clinical and social functioning of patients admitted to high secure 
services couldn’t be co-ordinated, the provision of interventions and selection of 
outcome assessments could. Solely focusing on the UK high secure hospital evidence 
base it was apparent that there was little consistency in the interventions provided and 
outcomes investigated. This is not to say that consistent practices do not occur across 
these services, however, collaboration through multi-site research might offer a number 
of advantages over distinct evaluations, including: enhanced external validity, increased 
statistical power, and more rapid recruitment of a difficult to engage population 
(Weinberger et al., 2001).
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The paucity of randomly assigned control groups in evaluations of all interventions also 
raises important implications. In simple terms this translates to a call for more RCTs to 
be conducted within high secure services to provide reliable evidence on outcomes. An 
additional recommendation is that quality control for RCTs extends beyond trial 
integrity (e.g. intervention fidelity, outcome measurement) to promote the validity of 
outcomes and ensure that risks of bias that still pose a threat, even to RCTs, are 
controlled for (Slade & Priebe, 2001). This is supported by the finding that well reported 
quasi-experimental and observational studies yielded higher quality ratings than some 
RCTs, which were assessed as being at increased risk from instrumentation and 
mortality effects and poor intervention fidelity. Whether this was due to incomplete 
reporting or methodological limitations remains to be known, but in either instance an 
acknowledgement of these issues is essential to improve research quality.
An additional implication for evaluators based on RCT evidence surrounds the 
feasibility of implementing such designs within the context of an applied forensic mental 
health setting (Barrett et al., 2009; Tarrier et al., 2010; Tyrer et al., 2009). An issue to 
consider is whether the necessary synergy of strict controlled conditions for an RCT can 
realistically take place in, and indeed reflect the reality of, a socially complex service 
(Wolff, 2000). If this is achievable then it is important to learn lessons from existing 
attempts to ensure barriers to implementation are reduced or removed all together. 
Reported protocol violations within the trials studied spanned a range of procedural 
problems (e.g. recruitment, allocation, intervention implementation) resulting in 
potential risks of bias such as history effects, maturation, intervention fidelity and 
mortality. An important recommendation therefore is for further research to investigate 
these issues prior to conducting trials to ensure sufficient measures are in place to 
promote evaluation integrity (Tarrier et al., 2010).
The use of other evaluative strategies such as qualitative methods and single case studies 
are noticeably overshadowed by the quantitative pre-post design applied within the 
current outcome evidence. The role of ideographic, experiential methods have however 
been advocated for investigating psychological interventions generally and specifically
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within the context of forensic mental health outcome research (Chambless & Hollon, 
1998; Davies, Howells, & Jones, 2007). A proposed advantage of these approaches is to 
support nomothetic methods used with diverse populations. Qualitative methods can 
enable the individual impact of care to be investigated and aim to understand how 
outcomes might be affected by factors that occur outside of and within interventions 
(Hollin, 2008; Wolff, 2000). The use of qualitative methods to capture the process 
variables that occur alongside interventions are also increasingly being used to support 
RCT’s in determining efficacy and to respond to the problems of implementation 
previously described (Campbell et al., 2000). The value in adopting such research 
methods are amplified by health care policy that promotes the inclusion of the expert by 
experience in understanding whether treatment is effective (Department of Health,
2001).
The use of outcome assessments for determining the impact of interventions on clinical 
or social functioning also raises a number of implications for evaluators. Consistent with 
the prevalence of follow-up studies initially identified by the review, a specific focus has 
been taken on recidivism, which is clearly an essential distal outcome for demonstrating 
the value of high secure treatment. However, the limited attention paid to patient quality 
of life and prevalent risk behaviours of high secure forensic inpatients, such as substance 
misuse (Scott et al., 2004) and self-harming (Jackson, 2000), or vocational and 
educational needs, means key outcome indicators are going unmeasured (Cohen & 
Eastman, 2000).
The reliability and validity of assessments of change is deemed a fundamental 
requirement for psychological testing (Kline, 2000) but was infrequently reported in a 
high proportion of studies. A high number of outcomes were self-reported with no 
discussion as to the potential risk of response bias (Rogers, 2008). As with the absence 
of study information, the validity of outcomes can only be assessed on the available 
evidence and the risk of impression management was therefore considered high. Issues 
of scope and psychometric properties for outcomes have previously been demonstrated 
for the forensic mental health field as a whole (Chambers et al., 2009). The absence of a
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clearly described rationale linking theory and intervention with the process of change 
was also commonplace. Consequently, it was not possible to consider whether important 
outcomes were overlooked when investigating effectiveness of interventions, or reflect 
on why positive outcomes were not reported following their implementation.
Standardisation of outcome measures for forensic inpatients would therefore be a 
valuable investment for evaluators. Clear theoretical links between outcome and 
intervention are required to ensure the sensitivity or responsiveness of outcomes 
selected, to determine effectiveness and reduce the risk of failing to observe change 
(Type II error risk). Routine collection of measures across high secure services would 
facilitate the summation of findings for historically small samples, and remove the need 
for multiple outcome testing. To control for impression management, standardised 
measures of deception or screening for associated traits, such as within psychopathy, 
would provide information about the risk of manipulated outcomes (Cousins & B ailes, 
2000). The triangulation of multiple perspectives (self-report, interviewer, observational) 
might also remove testing effects through identifying discrepancies between observer 
and participant reported outcomes that warrant interpretation.
Recommendations for evidence base researchers
Based on the findings from the review a number of recommendations can be made for 
future research to support the task of establishing the effectiveness of high secure service 
interventions.
1. Dissemination of effectiveness research findings should include systematic reporting 
guidelines (Begg et al., 1996; Des Jarlais et al., 2004) to facilitate quality 
assessment, meta-analysis and replication.
2. Conducting feasibility studies of effectiveness research employing RCT designs is 
advised based on the evidence that reported trials experienced complications and 
compromises.
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3. Effectiveness research employing non-RCT designs should identify and assess 
potential confounding effects from parallel high secure interventions, other than that 
being evaluated.
4. Effectiveness research investigating distal outcomes, such as recidivism, will need to 
control for confounding effects from interventions following discharge, to be 
confident in attributing either “success” or “failure” to high secure care alone.
5. Selection of outcome assessments should be based on there being evidence of 
established psychometric properties and application in relevant clinical settings, and 
chosen over un-standardised methods where possible.
Limitations
A number of limitations concerning the focus of the review and methods applied to 
identifying, selecting and synthesizing evidence warrant discussion alongside the 
findings. The narrow focus on outcome research from only high secure inpatient services 
runs the risk of excluding evidence from settings (e.g. custodial / lower security inpatient 
settings) that might be characterised as targeting relevant outcomes (e.g. aggression, 
mental health, personality disorder) for a comparable population. The exclusion was not 
to reject the validity of such evidence but was done on the basis that high secure patients 
often present with enduring mental illness and problematic behaviour that warranted 
admission to a high security hospital over other services. Equally, the implications for 
high secure services demonstrating direct evidence from interventions delivered have 
been discussed. However, as it was established that findings for certain interventions in 
high security were consistent with broad guidelines, based on evidence from other 
settings, a wider focus on this research information is warranted.
The inclusion of evidence from international high secure services is also a possible 
limitation. If differences exist between the legal and clinical frameworks that underpin 
care, then using evidence from international settings in the UK might be cautioned 
against. With the limited reported information it was not possible to consider these
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differences and therefore the exact value of including international findings to inform 
UK practice (Taylor, Hill, Bhagwagar, Darjee, & Thomson, 2008). However, some 
reported consistencies between mental illness and offence characteristics of patients 
from UK and non-UK studies might be useful in helping practitioners to consider the 
degree to which rehabilitation practices might be transferable.
Whilst efforts were made to maximise the inclusion of relevant international studies by 
including generic search terms to capture descriptors of high security, the lack of 
specific information about forensic mental health care structures in other countries may 
have led to outcome studies being missed. A hand search of key journals with the remit 
of publishing studies relating to forensic mental health practice would have also reduced 
this limitation. The volume of studies for which information could not be found and 
were therefore excluded (see Figure 4), also decreases the sensitivity of the review. 
Further efforts to continue contacting authors for study information and determining 
whether hospital services were high or maximum security would have circumvented this 
problem. This was also a limitation for reported data on intervention effect sizes that was 
insufficient for a number of studies.
Procedures for applying the inclusion and exclusion criteria of studies and extracting 
study data were repeated by an independent researcher to establish the potential risk of 
study selection bias, however only a small proportion of studies were inter-rated and 
error was found. The inclusion / exclusion processes and data extraction schedule were 
piloted; however this piloting did not include an independent rater which may have 
permitted a more thorough revision of procedures and subsequently increased the 
accuracy of study selection and data extraction. Equally, additional information that 
would have supported the quality assessment process was missed during the piloting 
process. For example whether the intervention evaluators were independent of the 
evaluation, resulting in a potential social threat to produce positive outcomes, was not 
reported.
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The quality assessment process applied in the review aimed to limit the subjectivity in 
author inference. However, including studies for narrative synthesis on any present 
methodological quality criteria resulted in a heterogeneous set of studies, which had 
implications for intervention comparison. Setting such stringent quality criterion meant a 
high volume of evidence was also excluded from the synthesis and therefore potentially 
informative studies may not be represented. However, given the variability in quality 
assessment methods available, ratings of study quality will inevitably differ depending 
on the procedures applied for assessing quality.
Conclusions
There is an evidence base for specific component parts of high secure inpatient services 
that is variable in quality but provides what can be considered a preliminary foundation 
on which to advance the scope and rigour of future evaluations. This task will involve 
replicating evaluations to assess the validity of existing evidence, whilst improving on 
the pitfalls and limitations of presented research. Evidence to determine whether 
individual approaches to mental health restoration and risk reduction have a cumulative 
impact on rehabilitation and longer-term benefits is limited in comparison. However, 
there are initial indications that treatment in high security contributes to positive social 
outcomes. In tandem with the task of building on the existing evidence base 
investigators might also recognise that existing information on the effectiveness of these 
services is heavily weighted towards clinical evidence and public safety concerns of 
recidivism and that they should consider missing perspectives and outcomes.
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Chapter 4
What does the high security expert by experience tell us about “what works”
Introduction
Investigations into the effectiveness of high secure forensic inpatient services have 
predominantly been conducted from a clinical perspective, where the care providers and 
researchers set evaluation methods and markers of what constitutes success. A 
perspective on the impact of high secure hospitals that is notably underrepresented is 
that of the “expert by experience”, the patient (Department of Health, 2001). With only a 
few exceptions, the tacit knowledge and experiences of patients in receipt of high secure 
inpatient treatment has not been included in establishing its impact (Dell & Robertson, 
1988; Vartiainen et al., 1995). This imbalance is consistent with the wider forensic 
mental health arena (Cohen & Eastman, 2000).
Increasingly, however, a wider focus to include the patient perspective in informing 
healthcare provision has been advocated in both policy and evidence-based practice 
(EBP) arenas. Legislation promoting patient involvement in the planning and delivery of 
services, and a recovery ethos guiding the modernization of mental health services, have 
shifted attention to the views of those who receive care (Black, 1994; Faulkner &
Morris, 2002; HMSO, 2002; Roberts, Dorkins, Wooldridge, & Hewis, 2008). Traditional 
approaches to gathering evidence of effectiveness, such as controlled trials (Sackett et 
al., 1996), have also been considered potentially over-prescriptive, with calls for a 
broader evidence base, which includes the patient experience (Dixon-Woods,
Fitzpatrick, & Roberts, 2001; Marks, 2002). The proposed advantages of incorporating 
this perspective include both a unique and complimentary contribution to establishing 
evidence of effectiveness.
On a pragmatic level, obtaining patient perspectives on the impact that health care 
interventions have is valued where other clinical evidence is absent (Melnyk & Fineout- 
Overholt, 2002). Existing evaluations of whether admission to a high secure hospital can 
restore impaired mental health and social functioning have typically taken a reductionist 
approach, investigating interventions individually and independently (Lindqvist & 
Skipworth, 2000). This does not supply high secure service providers with information
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about the cumulative effect of the multidisciplinary care that is provided as a package of 
clinical interventions. Also, taking a piece-meal approach to investigating the 
rehabilitative facets of high security may result in therapeutic interventions or processes 
being overlooked. The absence of evidence for interventions targeting substance misuse 
reduction in this setting provides some support for this issue. This pragmatic use might 
also be extended where evidence is available but is of questionable methodological 
quality, which may limit confidence in the findings reported. Quality assessments of the 
available outcome research for high secure services and forensic mental health services 
more widely have shown that some existing evidence fits this description (e.g. Knabb et 
al., 2011; Rice & Harris, 1997).
Including the patient perspective alongside clinical research evidence as a means of 
triangulation (Denzin, 1970; Greene, Caracelli, & Graham, 1989), can also improve 
understanding about the impact of interventions (Yardley & Marks, 2004). Where 
clinical evidence of interventions and the experiences of patients are congruent with one 
another, confidence in the credibility or validity of findings are increased over evidence 
from only one or the other (Malterud, 2001; Patton, 1990), although it is important to 
consider the risk of over-stating or misrepresenting the extent to which credibility or 
validity claims are made (Blaikie, 1991). Where reported outcomes are contradictory 
there is an equal value in the process of investigating and understanding the reasons for 
differences between evidence sources (Bryman, 1988; Hammersley & Atkinson, 1995; 
Jick, 1979). Similarly, divergent patient and clinician perspectives in mental health care 
on the “criteria” for success (Perkins, 2001) lends emphasis to the benefits of including 
the patient voice in order to avoid overlooking meaningful outcomes, and running the 
risk of concluding that nothing had worked. A review of outcomes in forensic mental 
health settings highlights this issue through identifying that outcome domains such as 
quality of life; social functioning and psychosocial adjustment are rarely investigated, 
yet are regarded as important markers of rehabilitation (Fitzpatrick et al., 2010).
113
A further contribution the patient perspective can make is to permit a wider focus on the 
impact of care, to gain a more holistic understanding of the therapeutic practices in high 
security. Health care interventions are seldom conducted in isolation and may contain a 
host of “therapeutic ingredients” that may act independently or interdependently to 
achieve the goal(s) of rehabilitation (Craig et al., 2008; Whitley & Crawford, 2005). As 
previously discussed, this is representative of high secure forensic inpatient services 
(Lindqvist & Skipworth, 2000; Wolff, 2000). Individuals are likely to receive a number 
of therapies and develop supportive interpersonal relationships (therapeutic and 
communal), which may be difficult to evaluate through controlled trials (Blackburn, 
2004). Reductionist approaches to evaluating isolated components of high secure care 
are unable to investigate the multiplicity or complimentary impact of interventions 
(Filstead, 1981; Green & Britten, 1998; Whitley & Crawford, 2005). This is evident in 
existing clinical evidence of the cumulative impact of high secure care on recidivism 
that reports reductions in re-offending, but offers limited information about the content 
of care that contributed to this positive outcome (Rice et al., 1990).
An issue to consider when including the forensic patient’s voice as a potential source of 
evidence about what works is the perceived objectivity with which experts by 
experience can comment on the contribution of care. Characterized as having enduring 
and co-morbid mental health issues, it could be assumed the individual capacity of high 
secure patients to reflect upon personal change following an intervention may be limited 
(Lebow, 1982). However, the increasing inclusion of patient perspectives in the general 
mental health literature, and evidence that patients can be assessed as having capacity to 
consent and actively participate in evaluative research, goes a significant way to 
dispelling this assumption (Carpenter et al., 2000; Coffey, 2006). The conditions of 
release on the basis of clinical improvement may also be considered to influence patient 
narratives about whether high security has been helpful. Similarly, the offender status of 
patients in forensic settings may undermine the credibility of their voice, if interpreted 
with suspicion (Bartlett & Canvin, 2002). Whilst testing the “truth” of accounts is an 
unachievable task, interpreting experiences within context and investigating 
(in)consistencies between perspectives offers some degree of credibility to qualitative
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contributions (Henwood, Pidgeon, & Hammersley, 1993; Lincoln & Guba, 1985; 
Sandelowski, 1986).
Given the absence of the high secure inpatient perspective on the perceived impact of 
treatment, and the potential contributions that personal experiences of care can make to 
the existing clinical evidence base, individual interviews were conducted with inpatients 
at a UK high secure hospital who were ready to be discharged, to explore how high 
security helped in progressing to this stage. On the basis that interventions in high 
security are multiple and varied, with potentially overlapping influences on clinical or 
functional change, a holistic focus was taken to consider any potential rehabilitative 
experiences within high security. Through documenting the multiplicity and complexity 
of the high secure experience in-depth an original contribution to investigating the high 
secure inpatient perspective is offered. Existing research which has included the high 
secure patient voice (Dell & Robertson, 1988; Vartiainen et al., 1995) provides helpful 
experiential information with which to consider the consistency in narratives, but have 
been limited in scope, through both the use of survey methods (Kelley, Clark, Brown, & 
Sitzia, 2003) and focusing only on a sub-section of the high secure population.
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Method
Design
A qualitative research design using individual interviews was applied to investigate high 
secure inpatient experiences of care in the context of individual change. Individual 
interviews were selected as the optimal method of data collection to permit a high level 
of focus on personal accounts of what contributed to change. It was anticipated that 
accounts would include personal outcomes, which could be difficult to discuss or not as 
freely explored in another context, such as within focus groups. A one to one interview 
was also considered to remove the risk of conformity, censoring and conflict avoidance, 
which may be anticipated if discussing personal experiences and change in a group 
setting (Smithson, 2000).
Interview Schedule Development
A general interview guide was developed using the puzzlement approach (Lofland,
1971). This involved writing down points of interest related to the research question, 
which were then repeatedly organized into potential topics that were finally re-phrased 
into broad questions (Appendix M). These provided prompts relevant to exploring the 
impact of high secure care. To focus discussions and limit restricted responses a series of 
pre-determined, open ended; neutral (non-leading); singular (not double-barreled) and 
clear questions were developed (Patton, 1990; Willig, 2001).
Participants
Participants were adult (>18 years) male inpatients detained in a UK high secure 
forensic hospital who were at the end of their individual care pathway, and in the 
process of being discharged to a lower secure setting. Participants at this stage were 
selected on the basis that sufficient improvements in clinical and functional status would 
have taken place; meaning the individual no longer required treatment in a high security 
environment.
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Inclusion criteria
Male high secure inpatients at the end of individual care pathways, who no longer 
required care in high security conditions, defined by any one of the following criteria:
(1) referred to, or accepted by, a lower secure inpatient setting; (2) permission for 
discharge to a lower secure inpatient setting requested to, or granted by, the Ministry of 
Justice; (3) approved discharge to prison following reduction in risk and or remission of 
clinical symptoms.
Exclusion criteria
Male high secure inpatients not suitable for discharge to a lower secure setting or 
returned to prison, defined by any one of the following criteria; (1) returned to prison 
due to non-engagement in therapeutic activities, including medication; (2) conditionally 
or unconditionally discharged by a Mental Health Review Tribunal (MHRT)4 (3) 
repatriation to an equivalent high secure inpatient setting; (4) incapacity to give 
informed consent; (5) identified as requiring an interpreter.
Sampling
A non-probability purposive sampling method was used for participant selection and 
recruitment (Kuzel, 1992). The sampling procedure was selected to include experts by 
experience that had progressed to a position of being ready to leave high security 
following a period of treatment. On the basis that forensic inpatients are characterized as 
being heterogeneous across mental health and criminogenic needs (Blackburn, 2004), 
and were therefore anticipated to have heterogeneous care pathways, a maximum 
variation sampling approach was applied, to draw as representative a sample as possible. 
To demonstrate the degree of maximum variation of the sample, a table of clinical and 
forensic characteristics of participants was generated post-recruitment and compared to 
the distribution of characteristics for the hospital population at the time of the research to 
establish how representative the sample was (Table 17).
4 Whilst the decision o f  a MHRT to discharge a patient will be informed by a patients clinical and risk 
status, it is based on the legal criteria o f  the Mental Health Act and whether the severity o f  a patients 
illness and risk warrant detention in high secure conditions as opposed to a clinical decision to discharge 
on the basis o f  improved outcomes.
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Sample size
Sample size estimates were principally bound by the number of prospective participants 
identified as meeting inclusion criteria within the hospital. It was estimated, based on the 
hospital’s central medical records department that 10 patients per month were referred to 
lower secure inpatient services; estimates for prospective participants based on 
alternative inclusion criteria were variable on a monthly basis. Proposed sample sizes in 
qualitative research notably vary and the rationale for most is not provided (Mason, 
2010). A conventional approximated sample size of 15 participants was set for the 
current study, and was intended to be sufficient to explore the phenomenology of the 
high security experience (Bertaux, 1981). Data saturation was also considered as a 
guiding principle for sample size, where the generation of "new” data from interviews 
was evaluated against the practical (e.g. time, cost) and ethical implications (e.g. burden) 
of recruiting further participants (Glaser & Strauss, 1967).
Ethical considerations
The research objectives and procedures were blind peer reviewed by the West London 
Mental Health Trust Research & Development (R&D) Consortium to assess 
methodological quality. Proposed participant involvement and procedures were 
reviewed by the West London Research Ethics Committee (REC) 2, Charing Cross 
Hospital, and the University of Surrey Faculty of Arts and Human Sciences Ethics 
Committee (FAHS EC), to ensure ethical practices were followed. A favourable opinion 
was given by the West London REC 2 (Appendix N), R&D Consortium (Appendix O) 
and FAHS EC (Appendix P).
Participant recruitment
Prospective participants were identified via a number of information sources at the study 
site. These included: delayed discharge and patient administration system (PAS) 
databases, which recorded individual patient’s care pathway status, and assertive 
rehabilitation clinical team Link Psychologists, who were contacted via letter. 
Responsible clinicians (RCs) and the clinical teams of eligible prospective participants 
were then contacted via letter to seek permission to approach individuals under their
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care. For all prospective participants, RCs and clinical teams were requested to provide 
written permission and record individual capacity to give informed consent (Appendix 
Q). In the event permission was not given, a request for reasons for exclusion was made 
to determine any potential sampling bias. To support clinical decision-making, RCs and 
clinical teams were provided with a copy of the Participant Information Sheet (PIS; 
Appendix R).
On receiving written permission, appointments were made to individually approach 
prospective participants. In initial appointments the reason for the individual being 
contacted and the purpose of the research, including what participating would involve, 
was explained. Participant information sheets were also provided to inform decision­
making. Participants were given an opportunity to ask any questions not already covered 
within the information sheet. If requested, prospective participants were permitted more 
time to consider whether to opt into the study. If a decision was reached not to 
participate, an opportunity to comment on the reason(s) why was given. If a decision 
was made to opt into the research, formal written consent was taken (Appendix S) to 
conduct individual interviews and access participants case file information to describe 
the study sample (Table 17). A time convenient to the participants to be interviewed was 
then arranged. A total of 21 prospective participants were approached, of these 12 
consented to participate in an individual interview, nine declined. For seven that 
declined no reason was offered, of the remaining two, one individual stated they did not 
want to discuss their hospital experience and another stated they did not participate in 
any research, but did not offer a reason as to why.
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Table 17. Sample and population characteristics
Demographic, Clinical and Forensic 
Characteristics
Participants
N=12
Declined
N=9
Hospital
population
N=191
Age
Average 44.6 31.9 39.0
SD 9.7 10.0 10.7
Median 45.4 40.8 38.4
Range 29.1 -6 5 .8 31 .9-63 .5 19.8-70.7
Ethnicity category
White 8 (66.7) 8(88.5)) 113(60.8)
Black 4 (33.3) 1(11.1) 54 (28.3)
Pakistani - - 4 (2.0)
Not Reported . - - 17(8.9)
Index offence
Homicide 4 (33.3) 1(11.1) 53 (27.7)
Attempted homicide 1 (8.3) 1(11.1) 9(4.7)
Violence 4 (33.3) 3 (33.3) 54 (28.3)
Child sexual offences 2(16.7) - 8 (4.2)
Adult sexual offences 1 (8.3) 2(22.2) 24 (12.6)
Other sexual offences - - 1 (0.5)
Arson - - 7 (3.7)
Kidnapping - - 2 (1.0)
Robbery - - 10(5.2)
Others (e.g. Threats to kill) - 1(11.1) 13 (6.8)
No index offence - 1(11.1) 10 (5.2)
Length of stay in years
Average 9.5 8.1 5.7
SD 6.6 4.6 5.6
Median 8.2 5.7 3.9
Range 2.8 - 22.0 4.4 - 17.4 0.3 - 32.8
Primary Clinical Diagnosis category
Schizophrenia, schizotypal and delusional disorder 7 (58.3) 7(77.8) 109 (57.1)
Mood (Affective) disorder - - 2(1.0)
Disorders of adult personality and behaviour 4 (33.3) 2 (22.2) 41 (21.5)
Disorders of psychological development - - 2(1.0)
Not Reported 1 (8.3) - 37 (19.4)
Admission location
Prison 5 (41.7) 3 (33.3) 108(56.5)
Regional Secure Unit 2(16.7) - 53 (27.7)
Special Hospital (repatriation) 4 (33.3) 5(55.6) 26(13.6)
Other (Community -  on prison release) 1 (8.3) - -
Young Offender Institution - 1(11.1) 3 (1.6)
Other hospital - - 1 (0.5)
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Data collection
Individual interviews were conducted on participant’s respective ward areas in an 
interview room with sufficient privacy and soundproofing to ensure confidentiality. 
Interviews commenced with a briefing to restate the purpose of the study, issues of 
confidentiality and anonymity, and circumstances when these may be breached. 
Participants were informed this would be discussed if during the interview there was 
evidence to indicate a concern about (i) the safety of the participant; (ii) the safety of 
others from the participant; (iii) the health, welfare or safety of children or vulnerable 
adults (British Psychological Society, 2009).
Interviews were recorded using a security authorized digital recorder. Hand written 
notes were also taken by the interviewer to formulate new questions, record responses 
that may be re-visited to explore in-depth, and record any information that would 
indicate potential risks that might warrant breaches of confidentiality. Post interview, 
participants were de-briefed and given the opportunity to ask any questions. Any issues 
of risk identified by the interviewer were also discussed during de-brief. Participant’s 
multidisciplinary notes were completed to record participation in the research and also 
indicate whether any issues of confidentiality were raised. Digital recordings were 
downloaded to a designated password protected NHS Trust personal computer at the 
study site, and deleted from the digital recorder. Digital recordings were then transcribed 
to a word document. All spoken words including, but not restricted to, cut-offs in speech 
(indicated by a dash laughter and non-lexical utterances (e.g. “um”, “hmm”) were 
captured to ensure a “full” transcript for analysis. Digital and transcribed data were 
retained throughout the duration of the study to ensure accuracy of transcribed 
interviews.
Three pilot interviews were conducted to ensure the research process (e.g. obtaining 
consent; research rationale) was feasible for both the intended population and setting 
(Polit, Beck, & Hungler, 2001), including the appropriateness and comprehensibility of 
questions and prompts for participants (De Vaus, 1993), and the “richness” of data for 
answering the research question (Sampson, 2004). Whilst pilot studies might be
121
considered unnecessary in qualitative research given the dynamic process of 
interviewing, where each is ideographic, it is also argued as a potentially valuable 
process in providing a clear definition of the focus of the study (Frankland, Bloor, 
Barbour, & Kitzinger, 1999; Holloway, 1997). As the use of pilot data in qualitative 
research is less at risk of contamination (e.g. where inclusion of pilot data in quantitative 
studies is likely to differ in the method or procedure following changes) it was included 
in the main analysis.
Analysis
Thematic analysis (TA) was the selected method for generating themes from individual 
interviews. Selection was based on the assumptions underpinning the degree to which 
patients perspectives would be grounded in forms of “real” lived experience, and the 
level of objectivity-subjectivity with which these experience could be reported and 
interpreted. These were viewed from a critical realist perspective (Bhaskar, 1975; 
Bhaskar, 1989), which in the context of the research assumed that essential elements of 
high secure care reflect real experiences, but a level of subjective interference may 
mediate the certainty with which these can be captured (Coyle & Williams, 2000).
TA offers a flexible approach to analyzing qualitative data, which can incorporate 
critical realist assumptions. This is in contrast to analytic approaches that hold a more 
prescriptive set of assumptions concerning the reality of experience. Interpretative 
Phenomenological Analysis (Smith, Osborn, & Smith, 2003), narrative analysis 
(Crossley, 2000; Riessman, 1993) and discourse analysis (Potter & Wetherell, 1987) 
include a more reflective approach, where the focus of analysis is more on the 
interpretation of experiences, than the content. However, from a critical realist 
perspective the potential for subjectivity in the conduct of research is acknowledged, as 
in these methods, and therefore a statement of personal and epistemological reflexivity is 
offered post-analysis. This provides a critical stance on the potential influences from the 
researcher, participant and social context on the conduct of the research and presented 
findings (Nightingale & Cromby, 1999; Willig, 2001).
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The flexibility of TA also provides choice in the commitment to developing theory from 
the data (Braun & Clarke, 2006). This is in contrast to a grounded theory approach (e.g. 
Strauss & Corbin, 1998) which aims to generate theory of the phenomenon investigated 
(McLeod, Woolfe, & Dryden, 1996). In the absence of clearly articulated theories of 
change for this population (Hagell & Bourke Dowling, 1999), and the holistic focus on 
the impact of treatment in high security, the interpretation of participant experiences was 
inductive, where analysis was based on the data, rather than a theoretical framework. 
However, to acknowledge the potential contributions of existing theory in related arenas 
(e.g. Andrews & Bonta, 2003), and adhere to good TA practice (V. Clarke, personal 
communication, November 8, 2011), themes were discussed alongside existing 
theoretical frameworks, where relevant and available.
The steps to conduct TA are taken from Braun and Clarke (2006):
1. Data familiarization - Transcribing data, reading and re-reading the data, noting down 
initial ideas.
Each interview transcript was read through and notes were made to highlight responses 
of general interest. Notes were not restricted to responses that related to the research 
question but all reported experiences of high security, and what sense might be 
understood about the respondent describing them. For example in describing life outside 
and inside the hospital a participant reported, “it’s like Iceland and the Caribbean”.
2. Generating initial codes - Applying labels to features of the data that are considered 
meaningful to the phenomenon under investigation (Boyatzis, 1998).
Preliminary codes were applied to data that were considered potentially relevant to the 
research question. Coding at this stage was inclusive, systematically collating any data 
where participants had reported any experience. This was to avoid including data that 
only explicitly reported an element of high security in the context of personal change 
(e.g. “they put me on Triptorine which is an anti-libido....my temper just went.... gone”) 
and excluding data where the meaning of either experiences or change was not clear, but 
could be relevant (“I am not going to let them down, um, I don’t want to let them down
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for anything anymore”). Semantic level coding provided descriptive labels that 
summarised data referring to the reported elements (e.g. sharing experiences removes 
feelings of isolation). Latent coding provided labels to data that included a level of 
interpretation to identify the meaning in the context of the research question (e.g., “it’s 
not all groups that go together you know”).
The preliminary coding procedure was piloted on a single individual interview 
transcript. Data identified as relevant to the research question were highlighted and 
provided with a code label with an accompanying description. After the first generated 
code, for subsequent data it was considered whether these were related to this initial 
code, or a new code was required. This process continued throughout the pilot dataset. 
Modifications were made to the codes generated where new data could be incorporated 
to existing codes to provide a more relevant label. To consider potential divergent 
interpretations of the data and inclusivity of the coding procedure, codes generated by 
the principal researcher were reviewed within research supervision (Mays & Pope,
1995). An independent researcher with qualitative methods experience in the forensic 
mental health field also conducted the pilot coding procedure “blind” to the initial codes. 
Codings were compared and discussed to determine consistent and divergent 
interpretations of the data.
A secondary coding procedure was conducted on all data extracted from the preliminary 
coding stage. Data were reviewed and coded according to a described element of high 
security (intervention, method of working, or style of service organization), which made 
a contribution (positive or negative) to the person’s clinical or functional status (see 
Table 18). Data that did not receive a code based on these criteria were reviewed at the 
end of the secondary coding procedure to determine whether any relevant information 
had been excluded. An independent researcher, with TA methods experience, but no 
knowledge of forensic mental health services, assigned codes “blindly” using the same 
method to a proportion (10%) of randomly extracted data. Independent codings were 
reviewed to consider consistent and divergent interpretations of data, and these are 
discussed in the reflexive statement.
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Table 18. Coding example
Data extract Element Clinical / 
functional status
nso you listen to other people about what they 
are talking about and then you try to put some o f  
that into your life about what you did and 
normally it gives you an understanding”
Listening to 
others; hearing 
experiences
Gives you 
understanding / 
increased insight
“because people knew what 1 done and still 
spoke to me, still approached me, still 
encouraged me and still supported me, it meant 
all the views I  had or distorted views about I  am 
going to be rejected, no one cares about me, 
didn ’t make sense anymore ”
Being
encouraged and 
supported by 
others
Discontinuing 
negative beliefs
when you hear other people talking about their 
self (shared experience), you think hang on a 
minute I  don’t believe that at all....and it makes 
you challenge the thoughts you have 
(challenging thoughts)
Listening to 
others; hearing 
experiences
Challenges
thinking
3. Searching for themes: Collating codes into potential themes, gathering all data 
relevant to each potential theme.
Codes were reviewed to identify areas of similarity and overlap between them. Codes 
that were considered to share “common features" and reflected and described a 
meaningful pattern within the data were clustered together and a theme was generated to 
represent the unifying element of codes. For example codes were identified as clustering 
around the experience of the temporary suspension o f  responsibility from being detained 
in the hospital or receiving intensive care whilst admitted. Codes included: respite from  
community living and respite from a destructive lifestyle; frustrations from being
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detachedfrom family members and deterioration in mental state from extended periods 
o f isolation.
4. Reviewing themes: Checking if the themes work in relation to the coded extracts 
(Level 1) and the entire data set (Level 2).
Themes were reviewed against data extracts and code descriptions to determine theme 
coherence. Codes that were not considered to fit the theme were either re-located to a 
more appropriate theme or discarded. A review of themes was conducted in research 
supervision to investigate the degree of coherence with the data. Themes were also 
reviewed for potential overlap with one another to determine their level of uniqueness, 
and to identify any relevant relationships between them. Summaries of the distribution 
of themes across the numbers of participants were reported to indicate the extent to 
which data support the theme.
5. Defining and naming themes: Ongoing analysis to refine the specifics of each theme, 
and the overall story the analysis tells, generating clear definitions and names for each 
theme.
Collated data for themes were organized into a coherent and internally consistent 
account with accompanying narrative. A description of the content of each theme was 
provided, in relation to how the theme represents elements of high secure care that 
contributed to change.
6. Producing the report: Selection of vivid, compelling extract examples, final analysis 
of selected extracts, relating back of the analysis to the research question and literature, 
producing a report of the analysis.
Quality assessment
The application of standards by which the rigor of qualitative inquiry might be assessed 
has been a much-debated topic (Centre for Reviews and Dissemination, 2009; Murphy et 
al., 1998a). Core to this debate are the philosophical assumptions of ontology and 
epistemology, and whether conventional methods of reliability and validity from the
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quantitative arena are simply transferable to qualitative inquiry (Smith, 1984). 
Dependent on the position of these assumptions in the context of the area under 
investigation, different perspectives on the use of quality assessment criteria in 
qualitative research will be held. Broadly, these have been categorized into different 
camps (Goodwin & Goodwin, 1984; Lincoln & Guba, 1985), which argue one of the 
following: the rejection of conventional forms of reliability and validity from the 
quantitative arena on the grounds of not being transferable (Smith, 1984); the 
acknowledgement that validity is an important concept but reliability is irrelevant in the 
context of qualitative research (Harding, 1987); both are relevant but are difficult to 
apply to qualitative data (Bogdan & Biklen, 1982); the application of reliability and 
validity methods as conventionally prescribed (Denzin, 1970).
Based on the critical realist perspective taken towards investigating patient perspectives 
on the essential elements of high secure services, it is assumed patient accounts of what 
contributes to a positive outcome reflect real experiences, but that a level o f subjectivity, 
from either the participant or the interviewer, may impact upon the extent to which 
experiences are accurately reported or interpreted. Therefore, the conventional concern 
with validity was rejected with the idea that conclusions about the essential elements 
derived from patient experiences can be influenced by individual biases / subjective 
understanding, and a single “true” objective account is unlikely (Smith, 1984). Similarly 
with the focus on multi-faceted, contextual experiences, achieving reliability in the 
conventional sense was not adhered to (Merriam, 1988).
Whilst the conventional use of reliability and validity was rejected, the purpose of 
procedures in establishing the rigor of qualitative methods was not, and proposed 
alternatives for investigating the credibility of research findings in this arena were 
applied. Procedures were drawn from a set of criteria commonly reported in quality 
assessment guidelines for qualitative research methods (Coffey, 2006; Lincoln & Guba, 
1985; Murphy et al., 1998a; Public Health Resource Unit, 2006). Specifically these 
were transparency, credibility, trustworthiness, transferability and reflexivity. Each is
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described according to both how the criterion informs credibility and how it was 
specifically applied in the current research.
1. Transparency refers to the clear description of the data collection methods to enable 
an assessment of the credibility of conclusions drawn from interviews with patients, 
based on the reported procedures (Glaser & Strauss, 1965). This includes what and how 
data were collected and recorded, the role of the researcher within the setting and how 
the research site and participants were accessed (Altheide, Johnson, Denzin, & Lincoln, 
1994). A complete description of the research procedures has been provided to support 
this standard, including examples of generating codes and theme reviews (Table 18). A 
randomly selected interview transcript excerpt is also provided in Appendix T to 
highlight codes that were assigned to extracts of data.
2. Trustworthiness refers to the process of investigating the level of “trust” in the data on 
which the analysis is based and subsequent conclusions are made. A logistical procedure 
to ensure data are “trustworthy” is to use recording devices, as opposed to relying on 
hand written notes. The latter may increase the risk of selective attention or confirmation 
bias in noting participant responses. Demonstrating alternative explanations for data, 
such as competing interpretations also supports the choice of interpretations (e.g. 
Marshall, 1985); divergent perspectives from independent codings of data are therefore 
presented and discussed. The issue of conducting qualitative research in a forensic 
setting is discussed in the reflexivity section to consider the wider context in which the 
research is conducted and the extent to which forensic patient narratives can be “trusted” 
(Burgess, 1984).
3. Transferability represents the extent to which findings are applicable to comparable 
contexts, to some degree paralleling the concept of external validity. A responsibility in 
conducting qualitative research is to ensure sufficient descriptive detail of the setting and 
sampling of participants, for a reader to make an informed judgment about whether 
findings might be applied beyond the study site (Malterud, 2001). The sampling strategy 
of the present study was described, and demographic, clinical and forensic
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characteristics of consenting participants are reported to permit comparisons with other 
relevant contexts. A sample matrix also presents these characteristics alongside those for 
the wider hospital population to consider specific patient perspectives that may not have 
been included, limiting transferability for any diagnostic or offence sub-groups of the 
population (Table 17).
4. Reflexivity is the monitoring of the impact of the researcher on the collection and 
analysis of data at every step of the research process. The underpinning assumption is 
that it is not possible to adopt a completely neutral or objective position, and 
preconceptions or meta-positions of the researcher will affect the choice of research 
question, methods, analysis, interpretations and conclusions (Malterud, 2001). A 
discussion of potential researcher influences is also included in the statement of 
reflexivity, provided post-analysis.
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Findings
A total of eight themes were generated from coded data that represented high security 
experiences that had a positive impact on change, and experiences that had a counter 
therapeutic effect, but still emphasized the importance of the element of care (Table 19).
Table 19. Themes derived from individual interviews
T hem es1 Definition
Temporary suspension 
of responsibility (7)
Detention in high security and management in intensive care 
units removes stressors and reduces individual risk.
Collaboration in care
(9)
A shared understanding (with the clinical team) and 
agreement of difficulties and goals, and establishing a 
pathway out of high security, fosters hope and provides 
motivation.
Learning from others 
(9)
Shared experiences and feedback from others promotes 
awareness of difficulties and consequences of behaviour.
Talking therapies (10) Psychotherapy interventions help in understanding, managing, 
and resolving individual difficulties.
Supportive alliances 
(12)
Mutual, trusting and empathie relationships provide support 
throughout the process of recovery.
Living in a non-toxic 
milieu (7)
Procedures for maintaining a safe and secure environment 
minimize the risk of harm and promote well-being.
Medical treatments (9) Medical treatments manage active symptoms of psychosis and 
regain control and capacity to function.
Opportunities for work
(3)
Work serves as a means of structuring and occupying time and 
social interaction, to maintain and promote well-being.
Numbers in parentheses represent the number of participants whose data were 
represented within the theme to demonstrate the extent to which data support the theme.
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T hem e 1: T e m p o ra ry  suspension o f responsib ility
The temporary suspension of individual responsibility through the process of being 
detained in high security provided respite from a less structured, at times destructive, 
lifestyle on the outside. Responsibility suspended whilst in high security, through 
enhanced (intensive) levels of care, equally managed presenting risks of harm to the 
person. (Numbers in parentheses refer to participant research numbers).
“I actually said, that I am actually having a better quality of life in Broadmoor, than I 
actually have ever had in my life as a teenager or young child, and people couldn ’t 
understand that” (8)
“iflhadn’t been locked up all this time I would probably be dead by now because the 
way Hived my life outside ” (6)
“even though it’s not quite like a monastery, it is because there are less distractions, you 
don’t have to worry about going shopping or, going here or going here, all things are 
all sorted, lean take time to think about more subtle things, which Iwouldn ’t take notice 
ofperhaps if I  was in the community” (10)
Suspending responsibility for too long, specifically within an intensive care regime, was 
experienced as detrimental to well-being. Anxieties were also encountered as a result of 
detention through being detached from family.
“a bit more contact with my family would have helped a bit I  suppose...on the phone like 
knowing they are well like it’s just, makes a break from you know....every time I call i t ’s 
like, phew ” (3)
“2.5 years locked behind a door, that is not healthy for anyone, no contact with anyone, 
apart from the staff that worked on there and 3 or 4 patients... for that length of time 
you become what they call stir crazy, where eventually you start talking to those that 
don’t exist anymore’'’ (6)
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T hem e 2: C o llabora tion  in care
Collaboration in care was an essential element, which needed to include: a shared 
understanding of individual difficulties, being transparent and pro-active in care pathway 
planning and promoting autonomy in care decisions. Respectively these were valued in 
terms of: increasing insight into one’s own difficulties and how to support change; 
reducing the risk of hopelessness and setting achievable goals; fostering motivation and 
engagement.
“so they (clinical team) worked it out, so, and since I  worked out what my actual 
problem is, and they realised it’s not a mental illness, it’s a personality disorder, it 
doesn’t need medication, but it just needs me to have a better understanding that there 
are people around who is willing to look after me, and help me ” (2)
“the big changes were about people saying you know X, you are out of control and we 
need to help you get back on track, and, that is how I change ” (6)
Conversely, where no choice or control over one’s own care was experienced, then the 
value of care was lost, and going from having no control to losing control was an 
increasing risk.
“the thing is, the problem with Broadmoor is we are asked to do things that we don’t
want to do and it takes away the value of doing it, it makes it unpleasant it becomes
like a chore, which then brings on anxiety, then makes a person have more chance of  
becoming unwell” (10)
“the way the doctors was talking they was just you carry on the way you are going
nowhere well if you have got no hope of going out, what does, I  had no worries with
harming people, what was the point in um, keeping control instead of losing 
control.....y  ou ain’t going nowhere... Dr X  he said it would be 10....he says oh you will 
be here in excess of 10" (4)
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T hem e 3: L ea rn in g  from  o thers
Learning about oneself and the consequences of one’s behaviour was activated and 
fostered by interactions with peers, family and professionals. Sharing experiences with 
peers contributed to a greater understanding of one’s own difficulties and could also 
remove feelings of suffering alone with problems. Feedback from others also promoted a 
sense of challenging individual thinking and an awareness of consequences of actions.
“so you listen to other people about what they are talking about and then you try to put 
some of that into your life about what you did and normally it gives you an 
understanding” (1)
“sometimes when you hear other people talking about their self you think hang on a 
minute I don’t believe that at all.... and it makes you challenge the thoughts you have, its 
important” (1)
“you know occasionally you can push a boundary, if you feel ok about it, but if you feel 
pretty, sort of, oh I got away with it but I didn’t like the way I felt, i t’s to acknowledge 
that and then stay away from it, and because in high secure the place is full of  
boundaries like that” (8)
“people say that is out of order, you shouldn ’t have done that it makes me think I
shouldn ’t have done it, it makes me think, re-think about it you know I just re-think the 
incident, so what happened, Ijust re-think to see whether he was right then in what he 
said... ”. (11)
T hem e 4: T alk ing  therap ies
Talking therapies represented specific psychotherapy interventions (one to one or 
group), which provided an opportunity for exploring and understanding difficulties 
(increased insight) and developing coping and problem solving skills for managing 
these. The latter benefits make talking therapies distinctive from those experiences in
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learning from others, which also helped gain an understanding about personal 
experiences.
“I think psychotherapy helped me to explain to myself, you know you talk about 
something, as you are talking you can negotiate better understanding for yourself ’ (10)
“I was quite an angry person, but I  learnt a lot from self-talk (anger management), I still 
get angry, Hose it, and don’t keep control of it, but, it’s better than it was, I have been 
able to control it most of the time.... ” (12)
“by doing the CBTI feel like lam  a more positive person for doing i t , but I get 8-9 
hours of sleep a night now, and I am sleeping better, I am not as stressed, I am not 
worrying” (1)
T hem e 5: S uppo rtive  alliances
Supportive alliances represented trusted and caring relationships, old and new, between 
peers, family and professionals. These served a range of rehabilitative functions, which 
included: removing feelings of isolation; feeling cared for; promoting openness; 
emotional growth and challenging negative schemas about “others”.
“I think it helps your cause if your family is involved in your care, It just shows you
that someone cares for you, ....and you are not alone ” (9)
“I actually had a girlfriend here, it was er, best girl I met all my life, so X  was a big part 
of my growth and my, maturity.... feeling secure....It makes you more, more valued, 
which is important for growth I  think.... .Not just physical growth, my emotional growth ”
“because people had knew what I  done and still spoke to me, still approached me, still 
encouraged me and still supported me, it meant all the views I had or distorted views
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about lam  going to be rejected, no one cares about me, um, all these distortions I had 
as a kid, didn’t make sense anymore ” (8)
Barriers to building alliances, and therefore restricting the potential benefits, were also 
experienced.
“Ifind it disgusting how this ward is because it’s been open now about 18 months and in 
that time I have had 7primary nurses, 7 secondary nurses and about 8 back up nurses, 
you cannot build a relationship with staff like that, it’s impossible ...1 have a problem 
trusting people at the best of times, I am not going to be made a fool of, even though I 
am on me way” (12)
T hem e 6: M ain ta in ing  a safe m ilieu
Managing the high secure environment to ensure residents experienced safety was an 
important task to ensure the impact of any crises are kept to a minimum.
“in general those disruptions come in manageable sizes....it is more manageable ...the 
person who attacked me, staff are restraining him and in seclusion, so it’s not like it’s 
going to be a huge great calamity” (10)
Exposure to verbal, physical or emotional harm had clear implications for emotional 
well-being, and the potential toxicity from lapses in physical or procedural practices, for 
example accessing restricted items, could be equally detrimental.
“I have been bullied in the past, um, by patients and um been mistreated a little bit by 
staff, during another time period, ...the experience what I find in top security hospitals 
are its quite um, it’s not very easy to sort of explain, ...I have experienced anxiety” (2)
“people kicking off on the ward affects you mentally, it does, I don’t care what anyone 
says, it has an effect on you because it puts you on edge because you think, what is going 
to happen next” (6)
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“there was patients on there (ward) that were smoking dope and that, and I  never
connected my drug and alcohol problem to my criminal history /  used to sit round
smoking dope and all that, well of course my paranoia got worse ” (6)
“So it is like being imprisoned wrongly....That’s happened a few times I have been 
secluded a few times for, I had been accused of something! didn’t do, by other 
patients, ....I couldn’t tolerate the place because I felt like I was being unjustly treated”
Theme 7: Medical treatments
Medication and electroconvulsive therapy (ECT) were valued medical interventions for 
putting an end to suffering from positive and negative symptoms of psychosis. Benefits 
were also reported for improvements in social functioning and engaging with other 
therapeutic activities.
“At the moment lam  on Clozapine and it is probably the best I have ever been. It makes 
me feel relaxed, my thinking is a bit slower, so I can think better, and I  feel quite happy”
(9 )
“all I remember, I used to hear voices and see things, and I  was paranoid and then after 
that (ECT), everything, all that had gone away ” (7)
“it (medication) still helped the therapies though, I could rationalize more. I could see 
where other people were coming form, whereas before I  thought they were just out to 
wind me up” (5)
It was evident that establishing a steady medication regime took time and could be a 
difficult process before experiencing the benefits, with side effects being the inevitable 
cost. These also had an adverse impact on functioning and engaging with other 
therapeutic activities.
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“I don’t feel suicidal, but I take antidepressants, I am not as suicidal as I was so it 
(ECT) was a plus that way but it mucks your memory up. ” (4)
“well if you are asleep how can you go onto a group and concentrate, a group session if 
you, I  mean I have fallen asleep in them ” (4)
For others medication was considered less a “cure” and more a “cover”, with underlying 
problems remaining unresolved.
“neuroleptics doesn’t work for me, they have been more of a hindrance I  would say.... 
they suppress the illness, um, they don’t go to the root” (10)
Theme 8: Opportunities for work
The importance of work opportunities as a part of the recovery process in high security 
was voiced. The opportunity to occupy oneself from thoughts of being in high security, 
and respite from the ward environment, was helpful for individual well-being. Work 
activities also provided a sense of improved self-efficacy and self-esteem through 
acquiring new skills and socializing with others.
“it (work areas) is about I  need something to occupy me, I need something therapeutic 
for myself, outside of sitting in a room with therapists... ” (6)
“they took me down the gardens and that stopped me self-harming for quite a while,
because you couldn’t see Broadmoor from the garden......if you turned round you
actually couldn’t see any of Broadmoor ” (6)
“think working in the canteen gave me more confidence, and it made me feel that I was 
worth something” (1)
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Reflexive statement -  cognitive postmortem
A number of reflections were noted during the process of conducting interviews and 
generating themes, these are presented here for consideration alongside interpretations of 
participant narratives. The interviewer being part of the high secure system and not 
independent may have restricted the freedom with which participants chose to discuss 
personal experiences. This was particularly as breaches of trust and “over-reactions” 
from staff often featured in discussions and were associated with set-backs in moving 
through high security. The importance of self-presentation front stage (Goffman, 1959) 
was also apparent in one interview where a participant was being de-briefed on the 
broad common themes from participants who had already been interviewed who stated: 
“them things you just mentioned, I should have mentioned myself but I think we have 
done a reasonable job ” (3). Perhaps connected with this was a discourse of risk often 
experienced across interviews, where a number of participants referred to past 
experiences of “getting into a bit of bother” and offences were similarly diluted “no one 
is in here for nicking sweets"'1 (4). It is also acknowledged that there was a potential 
reluctance on the part of interviewer to discuss sensitive topics such as risk, which are 
central to the function of high security.
A further conscious influence from the interviewer concerned the emphasis on specific 
aspects of care, potentially oversimplifying the complexity of change. As one 
interviewee put it, “I think maybe, maybe the problem, where you are going wrong, lam  
not criticising you or anything... you are looking for one particular clinching point, I 
don’t think that exists” (10). The potential influence of the interviewer focus is further 
reflected in alternative interpretations from a researcher who coded a selected interview 
blind. Codings that described reported benefits of supporting vulnerable peers, which 
promoted a sense of individual responsibility and were linked with having an 
opportunity to “make amends”, provide an example of this. These were excluded in the 
presented themes, perceived as not being sufficient to constitute a theme, but perhaps 
highlight an important rehabilitative function of social support networks that work both 
ways, which is not represented.
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Discussion
When raising the what works question with the individual at the centre of the high 
secure hospital experience, the response contains a wide range of experiential 
information that represents elements of care that were valued by patients. Certain 
positive experiences corresponded with the clinical evidence for specific interventions, 
for example the benefits from Clozapine in managing positive symptoms of psychosis or 
anger management (e.g. Dalai et al., 1999; Jones & Hollin, 2004). Accounts of 
experiences also provide original insights into elements of care, which can be 
substantiated by a degree of theoretical coherence. These elements reflect therapeutic 
uses of security, clinical approaches to care, valued alliances and the importance of 
keeping occupied. Experts by experience also narrated the complexity of high secure 
care across these elements, emphasizing the importance of each, sometimes 
independently and sometimes interdependently, which has been voiced before 
(Vartiainen et al., 1995). Reported experiences also indicate the difficulty of the balance 
and timing of interventions in a setting that is incongruent with autonomy and self- 
support by removing choice through detention (Goffman, 1961; Lindqvist & Skipworth, 
2000). The value of elements is as readily supported by what had worked experiences, as 
well as experiences that hadn’t been helpful and were therefore important to avoid or 
minimize.
The rehabilitative gains from mutually trusted alliances with peers, professionals and 
family whilst in high security were numerous, and also represented a common 
denominator in other valued elements of care such as, learning from others and talking 
therapies. The importance of alliances resonates with the essential need for secure 
attachments, which are often missing in the developmental histories of forensic patients. 
Secure attachments within and outside of the institution are proposed to increase 
individual capacity to identify and understand one’s own difficulties and how these 
impact on others (Adshead, 2002). Trusted alliances were necessary to be able to open 
up and discuss issues and also be provided with feedback about the consequences that 
individual actions had on others. Safe alliances also served a more primal function in
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providing support and protection when feeling isolated or in moments of distress 
(Bowlby, 1969). Experiences where care was not continuous due to constant changes in 
staff or there was “bad” rapport were reported as examples of what doesn’t work, as 
these restricted the opportunities to build alliances. This could run the risk of 
representing invalidating relationships or an absence of attachment security, increasing a 
sense of loneliness and removing the opportunity for opening up about difficulties, 
which could be a burden to bear.
This interpretation of alliances draws parallels with the concepts of the therapeutic 
relationship (Horvath, 2001), but intentionally includes alliances outside of a specific 
psychotherapeutic space, and attachments that provided a longer-term security 
(Schuengel & van Ijzendoom, 2001). However, a specific focus on core attributes of 
positive alliances was also present in a more defined interaction, specifically with 
professionals. The core value of talking therapies was the fundamental benefit from 
being able to share perspectives on past experiences and problems, which improved 
understanding. This was best described as putting pieces of a jigsaw puzzle together to 
make sense of one-self and others. A further jigsaw piece came from learning from 
others, particularly hearing experiences of peers, demonstrating the therapeutic value of 
universality (Whiteley, 1986; Yalom, 1995). Learning from others, peers, professionals 
and family, also emphasized the importance of social learning, which is advocated as a 
core what works principle in changing antisocial behaviour (Andrews & Bonta, 2003) 
and curative factor in group therapy (Yalom, 1995). Processes such as clear feedback 
and communicating consequences were important for both making and evaluating 
change, which was down to the individual. In its absence it was not possible to know 
whether progress had been made.
Despite concerns over living in Broadmoor, largely influenced by the stigma of its name 
and residents, the anticipated toxicity of the environment did not necessarily match the 
lived experience. Whilst involuntary detention was difficult to accept, sometimes 
followed by an acting-out (Norton & Dolan, 1995) or a withdrawing-in / disengaging 
response, with hindsight the temporary suspension of responsibility was perceived to be
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a necessary intervention. This has been described in other (non-forensic) hospital 
settings as a “necessary emergency brake” (Sibitz et al., 2011, p. 240). An important 
issue of timing and balance, in the context of returning responsibility and having 
autonomy in care decisions, was discussed, particularly the experience of having no 
choice in decision-making. With no choice came the feeling of no control, which could 
lead to an institutional response of being a passive recipient of care or having no 
concerns over losing control, particularly if the clinical prognosis was hopeless. When 
calamities did occur, the knock on effect of incidents was expectedly adverse; however, 
therapeutic uses of procedural security were experienced positively in managing these 
events, to maintain a healthy milieu (Kennedy, 2002). A complimentary element of high 
security in minimizing the impact of toxicity was the availability of opportunities such 
as work, sports and social activities, which offered respite from high security, within the 
perimeter walls. This echoes previous statements about the significance of these 
experiences (Lockett, Seeker, & Grove, 2005; Vartiainen et al., 1995). However the 
historical pendulum swing for high secure services between security and therapy, 
experienced by many participants in their years of admission, raised references to the 
“old days” which were seen as lost in terms of promoting social inclusion within the 
walls.
Where experiences of change were attributed to “specific” interventions, interestingly 
the markers for success from the patient perspective (feeling valued, increased 
confidence) are qualitatively different, to the focused outcomes (alleviated clinical 
symptoms / problem reduction) from more rigorous research designs of existing 
evidence. An important implication from this finding is to ensure relevant and valued 
outcomes are included when evaluating interventions, as an absence of these might lead 
to a conclusion of no benefit. Equally, evaluators will need to determine what an 
appropriate index of success for an intervention is and whether patient, professional and 
public values can be incorporated (Bond, 1994; Monahan, 1980). This task will also 
include identifying potential iatrogenic effects, as evident in experiences of medication 
and an example ofECT. Establishing the right medication regime took time and was 
often a process of trial and error, with difficult side effects commonly reported,
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emphasizing the broader considerations of outcomes (Rose, Fleischmann, Wykes, Reese, 
& Bindman, 2003).
Whilst not captured as a theme, the passing of time and a process of “growing up” were 
often referred to when discussing individual change. This was particularly evident for 
those who had spent in excess of 10 years in high secure services. Time acting as a 
healer may therefore be of specific importance in the rehabilitation of forensic patients 
in high security. Whilst this does not represent a particular therapeutic element provided 
by high security, taking time into account when considering the prognosis of mental 
disorder and social functioning is necessary to gain a complete understanding of the 
process of change (Lindqvist & Skipworth, 2000).
Limitations
A limitation that was evident when conducting interviews was the non-independent role 
of the interviewer, where association with a service within the hospital and in some 
instances having worked with participants in another context, may influence the 
openness of discussions. A further potential limitation is that interviews were conducted 
pre-discharge as opposed to following discharge. This may have caused a reluctance to 
discuss issues unresolved in high security or experiences that made no contribution to 
change, with the anticipated discharge, and previous experiences of having reached this 
stage but being “knocked back”.
Several limitations concerning the sampling procedure warrant discussion. The 
exclusion of patients who were not ready for discharge but have been in high security for 
a number of years, misses a perspective on what doesn’t work for a group of individuals 
that may have a significant number of complex difficulties, which equates to lengthy 
admissions. Such a cohort represents a group for whom it is perhaps most imperative to 
establish what does and doesn’t work. This was also evident with one individual who did 
not want to discuss their time in high security. Whilst the maximum variation approach 
was taken to include representative views from a heterogeneous sample, the views from 
participants with certain diagnostic and offence characteristics were singularly
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represented and in some cases were absent all together, for example those with offences 
of fire-setting. The sample was also all male participants and therefore the experience of 
female patients in high secure services is also not represented. Fundamentally, the 
number of participants that were recruited into the research also limits how 
representative views are of the high secure population. Equally, patient experiences are 
only representative of one high secure hospital (although some participants did have 
experiences of other high secure hospitals) and given the absence of a concise definition 
of high secure care, it is likely that practices will differ across settings.
A familiar commentary in interviews that highlights a limitation was exploring 
anywhere from between three and in excess of 30 years of high security experiences in 
the space of a single interview, often lasting approximately one hour. Undoubtedly there 
was insufficient time to even recount a complex pathway through the service, if memory 
permitted, let alone the possible processes of change in response to experiences along 
the way. The stage of pathway at which people were interviewed also limited the 
opportunities to check finalised themes via membership validation to investigate the 
credibility of interpretations (Lincoln & Cuba, 1985).
Conclusions
Including the voice of the expert by experience when investigating the benefits of high 
security offers insights into the interventions and processes that are valued for 
progressing though high security to a stage of being ready to leave. In contrast to the 
existing evidence base for high secure forensic inpatient settings, essential elements 
from the patient perspective are predominantly identified as those that represent the 
relational contexts around which the more formal high secure interventions occur. 
Maximizing the benefits from non-specific therapeutic processes, predominantly 
supportive alliances, would therefore seem a valid aim for services, given their core 
value.
143
Chapter 5
Consensus of clinical and research experts on the essential elements of high secure
services
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Introduction
Evidence based practice (EBP) is considered key in health care provision. Services must 
be in a position to demonstrate that those receiving interventions benefit from them, 
demonstrated by improved patient outcomes, and that ineffective practices do not attract 
resources (NHS Management Executive, 1991). Based on the reported status of the 
reviewed research evidence for high secure forensic inpatient services, some 
interventions appear to produce positive outcomes for patients, which leads part of the 
way to knowing this information. However, gaps in the evidence base for other clinical 
practices and variable quality in the rigour of some existing evaluations of interventions 
raise important implications for service providers and evaluators, as previously 
discussed.
It is important to re-iterate that any absence of (or limited) evidence does not mean 
services are necessarily ineffective, it does however indicate that ongoing, case specific, 
targeted evaluative research remains a priority for high secure services. A key task is 
therefore the design and commissioning of more robust evaluations, which has often 
been recommended in the form of randomized controlled trials (RCTs) (Hodgins, 2002; 
Knabb et al., 2011). The reality, however, of converting this solution into actual practice, 
has proven to be difficult in high security settings. Whilst this should not deter efforts to 
produce roust outcome research, the feasibility and limits of this approach need to be 
acknowledged (e.g. Tarrier et al., 2010; Tyrer et al., 2009). Evaluators are therefore also 
faced with an additional task of developing and implementing effective investigations 
that respond to the varied individual and cumulative rehabilitation approaches delivered 
in high security.
In the interim it is useful to consider alternative contributions to informing effective 
practices in this setting. For this, it is important to re-visit the roots of EBP in Evidence 
Based Medicine (EBM) (Marks, 2002). The practice ofEBM  is defined as “integrating 
individual clinical expertise with the best available clinical evidence from systematic 
research” (Sackett et al., 1996, p. 71). This identifies health care professionals as a
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valued and valid source of information on effective clinical practices, particularly where 
other empirical evidence may be missing (Mann, 1996; Melnyk & Fineout-Overholt, 
2002; NHS Executive Report, 1996), as has been demonstrated to some degree for high 
secure hospital services.
One method for capturing expert opinion is the Delphi technique (Linstone & Turoff, 
1975). It consists of a series of questionnaires sent to experts, which facilitates a form of 
group consultation with the aim of finding a consensus on a topic of uncertainty (Rowe, 
Wright, & Bolger, 1991). Whilst not originally developed for medical, social and 
psychological research, there has been an increase in its application to areas where 
empirical evidence is lacking, and expert opinion is considered to hold relevant 
information (Itzin, Taket, & Barter-Godfrey, 2010). Experts within a relevant area are 
identified and contacted to gather opinions on a research topic, which are then collated, 
reviewed and summarized. A questionnaire is then distributed to the same experts, using 
the information provided, to investigate the level of consensus amongst them, which is 
determined from individual ratings on statements from the questionnaire. A pre­
determined level of agreement is set and statements that achieve this are removed from 
the questionnaire on the basis of reaching consensus. The remaining statements are 
returned to experts with additional information to further establish whether a level of 
consensus can be reached.
The Delphi technique has several advantages over alternative qualitative methods, which 
might also be used to determine expert opinion. The method offers anonymity, not 
achievable with focus groups, whilst permitting a degree of insight into group 
judgments. This prompts participants to re-evaluate their perspectives in response to 
feedback, which may include contrasting opinions, whilst not being influenced by 
dominant voices. Practically, it provides advantages in permitting a large number of 
participants to be included, which would not be feasible in face-to-face or focus group 
interactions (Yousuf, 2007). However, the anonymity of the process also removes the 
opportunity for more elaborate discussion, and may equally encourage dissenting voices 
to drop out (Rudy, 1996). The remote aspect of the process may also increase the risk of
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participants not fully understanding the context for the research, if not clearly explained 
(Fortune, 1992). Such limitations therefore warrant careful consideration in the 
development stages and application of the technique as well as the reported findings to 
maximize the benefits of this method.
Given the variable outcome evidence identified in the review of studies conducted in 
high secure forensic inpatient services, a Delphi survey was conducted to capture the 
views of clinical practitioners and academics with expertise in supporting and 
investigating outcomes for high secure forensic patients. Expert opinions on the essential 
elements of high security hospitals were investigated to determine the level of consensus 
with the expert by experience (patient) perspective and the available outcome research 
previously reviewed. An element was defined as “a person5, intervention, method of 
working, or style of service organization that makes an important contribution to 
improved outcome (clinical and functional status change) for patients”, of a high secure 
service.
Method 
Design
A Delphi consensus survey was conducted to establish clinical and academic expert’s 
opinions on the essential elements of high secure hospital services.
Participants
Participants were high secure forensic service experts by clinical and / or academic 
profession. Expertise was explicitly defined across key themes, which are used to 
represent professionals who are both experienced and knowledgeable in a research area 
(Cantrill, Sibbald, & Buetow, 1996; Keeney, Hasson, & McKenna, 2001; Kennedy, 
2004).
5 A “person” as an element represents someone whose individual attributes contributed to positive patient 
outcomes.
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Criteria for clinical experts by profession included the following: 5 years or more service 
in a high secure inpatient setting, whilst holding a post-graduate qualification in a 
professional discipline that contributes to improving patient outcome. These criteria 
were set to correspond to the long-term care needed to rehabilitate patients to a position 
of being ready for discharge, and the need for training expertise in working with 
enduring mental disorders and high-risk behaviours. Disciplines included, but not 
restricted to, were: nursing, psychiatry, psychology, occupational therapy and security. 
No exclusion criteria were applied for specific clinical disciplines to promote a wide 
base of knowledge and capture the multidisciplinary make up of clinical teams in high 
security (Rowe, 1994).
Criteria for academic experts by profession included the following: holding a post in an 
academic institution and having published research on effectiveness in high secure 
forensic inpatient services in the last five years. These were set to include forensic 
mental health researchers with current expertise and knowledge on evaluated outcomes 
for high secure hospital inpatients.
Sample size
Sample size requirements for Delphi studies are not explicitly stated or formally 
estimated (Murphy et al., 1998b), which is evident by the varied sample sizes that are 
reported in published Delphi studies (Reid, 1988). Samples size estimates are, at best, 
informed by a trade-off between conventional estimates, for example between 10 and 50 
participants (Turoff, 2002), the breadth of the research question and logistical 
parameters (e.g. time and cost). Based on the broad focus of the study the higher 
threshold of sample size estimates was proposed, with 50 experts being the intended 
target. However, recruitment was also pragmatically determined by the timescales of the 
research, as extending the recruitment period can increase the risk of attrition from the 
process given its demands on time (Hsu & Sandford, 2007).
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Sampling
A non-probability purposive sampling procedure was applied to include experts with 
clinical and / or research expertise and knowledge on high secure forensic inpatient 
services. The purposive focus was on experts who held a qualified clinical post in a high 
secure inpatient setting with a level of knowledge and experience on what the essential 
elements of high secure care to improve outcomes for patients would be. The selection 
of a non-probability sample was to retain control over the recruitment process and to 
include participants with a representative range of expert clinical / research experience 
within high security.
Expert recruitment
Experts were identified and recruited through a number of sources, these included: 
clinical practitioner service leads of the UK high secure hospital services6, who were 
identified from organizational structures; a systematic review of the outcome evidence 
for UK and internationally equivalent high or maximum secure forensic inpatient 
services (n=27); the membership of the International Association of Forensic Mental 
Health Services (IAFMHS) (n~300); and members of the SWANZDSAJCS Group, 
which is an international research group consisting of forensic mental health academics 
and clinicians that represent nine countries (Sweden, Wales, Australia, New Zealand, 
Denmark, South Africa, Japan, Canada and Scotland; SWANZDSAJCS) (n~9).
Invitations to prospective participants were sent via e-mail to: clinical leads at the high 
secure service sites, including an advertisement on the intranet site of one o f the UK 
secure hospital services at which the researcher worked; practitioners and academics 
identified from a systematic review of published and fugitive outcome evidence; 
members of the SWANZDSAJCS group and registered IAFMHS members. This 
invitation was re-sent mid-way through the first consultation round.
6 Given the high staffing levels at the UK high secure hospital sites and the varied organizational 
structures across multiple disciplines it was not feasible to determine the approximate number o f  
prospective participants that would meet inclusion “expert” criteria.
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All prospective participants received an electronic link to an invitation to participate in 
the research and the first consultation round. A Participant Information Sheet (Appendix 
U) was provided to outline the purpose of the research, why and how the individual had 
been identified and contacted, what the eligibility criteria were, what participation would 
involve and how individual data, including personally identifiable information, would be 
managed.
To demonstrate sampling variation, a matrix of sample characteristics of participants 
was generated. Experts were described across clinical and research experience 
information and professional disciplines to consider the diversity of experts contributing 
to the study and any implications for findings where expert opinions from disciplines are 
over or under represented. As an additional recruitment strategy, participants that 
completed the research were invited to nominate or directly invite other eligible experts 
for recruitment as a snowballing technique to broaden recruitment (Vogt, 1993).
Delphi consultation
The development and process of the Delphi consultation was conducted over three 
rounds: (1) Identification of high secure hospital elements important for positive patient 
outcomes; (2) Expert ratings of how essential elements are for respective outcomes; (3) 
Feedback and re-evaluation of ratings that did not reach initial consensus.
Participants agreeing to take part in the research were presented with the first 
consultation round, which aimed to identify elements of high secure care (Appendix V). 
Participants were requested to indicate individual consent to participate and provide 
clinical and academic information, which included details relevant to the inclusion 
criteria of the consultation. This included the participant’s discipline, clinical training 
experience, years of service and any authored publications on outcome research in high 
security. An additional question was presented where participants were asked to 
comment on what types of evidence could be used to inform high secure hospital 
interventions.
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Participants were then asked to rate their level of agreement or disagreement with a 
series of statements that described elements of high secure hospital treatment.
Statements were generated from the “best” available evidence7 from systematic review 
findings in Chapter 3, which covered the most recent and up-to-date review of this 
literature, and patient’s values of care reported in Chapter 48. Participants were invited to 
offer comment if they were in disagreement with reported elements, so to consider 
divergence between clinical experience and the clinical evidence or patients values 
described in statements. Participants were also invited to provide additional elements of 
care not included in the statements in order to promote inclusivity for the subsequent 
rounds of the consultation. The first consultation round questionnaire was piloted with 
four clinical practitioners in a UK high security hospital, each from a different 
discipline: nursing, psychology, psychiatry and occupational therapy. Pilot respondents 
were asked to provide feedback on the clarity of the survey aims, instructions of the 
survey and feasibility of the task (Iqbal & Pipon-Young, 2009; Jairath & Weinstein, 
1994). A number of minor edits to the wording of statements that described elements of 
care were made to increase readability.
The first consultation round was conducted over an eight-week period. Responses were 
collated and analysed to determine the level of expert agreement and disagreement on 
the presented elements of care and establish any additional elements that were not 
included. Element statements that reached consensus (see analysis section for definition) 
were retained for the second consultation round. Statements on which consensus was not 
reached were reviewed in research supervision alongside participants reasons given for 
disagreement. A decision was made to either amend the described element of care on the 
basis of participants’ responses, if révisable, or withdraw it from the subsequent
7 Best available evidence was defined as studies that demonstrated positive outcomes from the 
investigated intervention and included a comparison group, which indicated methodological rigour based 
on the procedures used to assess study quality. Studies that did not clearly favour the intervention or did 
not include a comparison group were not represented given the uncertainty o f  clinical benefit and lower 
research quality.
8 Statements derived from patient narratives described clinical practices that were valued by patients in 
contributing to a positive outcome.
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consultation rounds. Additional elements reported by participants were aggregated and 
reviewed for inclusion in the second round. Where additional elements were repeats of 
original statements these were either excluded if identical or incorporated into them if 
providing further detail. Any amendments made to the statements for the first round 
were checked to ensure the reported element and associated outcome was not changed to 
ensure consistency. Where new elements were identified, these were included as new 
statements in the second consultation round.
In the second consultation round participants were re-contacted and invited to rate how 
essential each of the described elements of care were, which was explicitly defined as: 
Essential, without the element of care the associated outcome would be severely 
impaired; Very Important, without the element of care the associated outcome would be 
effected but not severely impaired; Important, the element of care is desirable, but its 
absence would not have a direct effect on the described outcome; Unimportant, absence 
of the element of care would have minimal impact on the reported outcome;
Undesirable, presence of the element of care would have a detrimental effect on the 
associated outcome (Appendix W). Statements on which consensus was reached were 
removed from the final consultation round. Statements on which consensus was not 
reached were retained for the final stage.
In the final consultation round elements of care which experts could not reach consensus 
on were re-sent to participants with their initial rating indicated, and feedback on the 
level of agreement within the group of participants as a whole (see Appendix X). Each 
participant was invited to reconsider and revise initial ratings taking into consideration 
the new information presented. Whether participants retained their initial rating or 
revised it, if this remained outside of a majority consensus (indicated by the rating with 
the highest level of agreement) a reason for this was requested to clarify the perceived 
importance of the reported element of care (Hsu & Sandford, 2007).
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A total estimated time of four months from the invitation to participate to completion of 
data collection was allocated to be sufficient for a three round Delphi study to be fully 
completed (Stone Fish & Busby, 2005).
Ethical considerations
The Delphi procedure is conducted as a means of gathering expert consensus on a topic 
and was therefore not considered to warrant research ethics approval. This decision was 
informed by changes to the remit of Research Ethics Committees (REC’s) under the 
Governance Arrangements for Research Ethics Committees (GAfREC) that, research 
involving staff of social care providers is excluded from the normal remit of REC’s. 
Formal confirmation that the research did not require ethics was sought and received 
from the West London Mental Health Trust (WLMHT) Research and Development 
(R&D) Consortium (Appendix Y). To ensure the proposed methodological procedures 
of the Delphi consultation stages were appropriate, the protocol was peer reviewed by 
the four UK high secure hospital R&D departments (Appendix Z). Approval was also 
sought and granted from the University of Surrey Faculty of Arts and Human Sciences 
Ethics Committee (FAHS EC) (Appendix AA).
Analysis
Descriptive statistics were conducted to indicate the range of participant expertise and 
knowledge by professional discipline, years of high secure service experience, number 
of outcome research publications and international experience.
For the first consultation round aimed at determining agreement among experts on the 
elements of care, a conventional consensus level o f 80% agreement (recorded by 
combined responses of Strongly Agree and Slightly Agree) was set. This was an upper 
limit of proposed consensus levels, that range from 50-80% (McCulloch & McMurran, 
2007), and was applied on the basis that a wide range of clinical interventions and 
practices were described. For the second and third rounds where participants were asked 
to rate how essential elements were, the same level of consensus (80%) was set.
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Proposed criteria for defining consensus varies significantly within Delphi research as 
do the statistical approaches for identifying the set level of agreement (e.g. mean, 
median, (semi) interquartile range, Bayesian probabilities and percentage ratings), with 
no standards set for either (Hasson, Keeney, & McKenna, 2000; Murphy et al., 1998b). 
Therefore in accordance with consensus method guidelines an indication of the 
distribution or dispersal of expert judgments for transparency was provided for the 
second and third consultation rounds (Murphy et al., 1998b). These were the median and 
semi-interquartile range (S-IQR).
Findings
From the first consultation round a total of 84 experts agreed in principle to participate 
in the research. One prospective participant declined due to insufficient time to commit 
to the consultation. Of the 84 who initially consented 57 (68%) completed the first 
round, 27 (32%) did not continue beyond the consent stage of the survey. A follow-up 
request for reasons for withdrawing was raised for those who had provided contact 
names and contact details (n=15). From the responses (n=3), the reasons given were: 
personal knowledge and experience were re-considered not to meet criteria (n=2); and 
questions were not sufficiently relevant to individual discipline to warrant the time spent 
completing the survey (n=l). Of the 57 who agreed to participate in the consultation 
three participants did not meet the inclusion criteria set and were contacted about this; 
their data was not included, leaving a first round sample of 54. A gradual attrition rate 
was observed across subsequent rounds, 45 participants (84%) responded to the second 
consultation round and 35 (64%) to the final round.
Participant expertise and knowledge
Participants from the first consultation round were predominantly from Nursing, 
Psychiatry and Psychology disciplines, with less representation from professions such as 
Occupational Therapy, Social Work and Pharmacy (Table 20). Years of clinical 
experience in high security ranged from five to 34 years, a majority (74%) having in 
excess of 10 years of experience. Expertise and knowledge associated with published
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outcome research was varied among participants ranging from no publications for the 
majority of participants (62%), up to 12 published outcome studies for one participant. A 
range of different theoretical models or therapeutic approaches was also reported, the 
most common being cognitive-behavioural (n=42) and recovery (n=31) in orientation. A 
number of unique approaches were also reported, including: psychosocial; RAID 
(Reward Appropriate, Implode Difficult or Disruptive), which is an approach to 
managing challenging behavior in teams of staff; and relapse prevention. The 
distribution of expertise and knowledge remained proportionally consistent across the 
consultation stages.
Table 20. Participant expertise and knowledge
Participants First round
N (%)
Final round
N (%)
Professional discipline
Nursing 15 (27.8) 8 (22.9)
Psychiatry 15 (27.8) 8 (22.9)
Psychology 14 (25.9) 11 (31.4)
Occupational therapy 4(7.4) 4(11.4)
Social work 2(3.7) 2(5.7)
Security Services 1(1.9) 0
Pharmacist 2(3.7) 2(5.7)
Speech and language therapist 1(1.9) 0
Experience of working in high security
Average years of service 15.25 (SD 8.12)1 14.01 (SD 6.99)
Median 11 11
Mode 11 11
Range 5-34 5-32
Number of publications on outcomes from high security
Average number of outcome publications 2.20 (SD 2.98)' 2.17(3.02)
Median 1 1
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Participants First round 
N (%)
Final round 
N ( % )
Mode 0 0
Range 0-12 0-12
Experts by country of origin
United Kingdom 47(87.0) 30(85.7)
Canada 2(3.7) 1(2.9)
Norway 2 (3.7) 2 (5.7)
China 1 (1.9) 1(2.9)
Finland 1 (1.9) 0
Netherlands 1 (1.9) 1 (2.9)
1 SD denotes Standard Deviation.
Expert consensus on the function of elements of care
Despite the broad multidisciplinary sample and the wide-ranging elements of high 
secure care covered in the statements, a high response rate was returned with few 
participants reporting that the described statement was not applicable to their experience 
or profession (Table 21). Elements that were most frequently rated as “not applicable to 
my experience or knowledge” and therefore had the lowest endorsement rate were those 
describing specific pharmacological practices, including the use of antipsychotics and 
ECT. Low endorsement rates were also noted for certain psychotherapeutic approaches, 
specifically dialectical behavior therapy for personality disorder, and the use o f social 
skills training for people with a history of fire setting.
In terms of whether participants agreed that the described elements of care made a 
positive contribution to the reported outcome, consensus (>80%) was reached on 27 
(69%) of the 39 statements (Table 21). Perhaps unsurprisingly complete consensus was 
reached on the necessity for care professionals to have an understanding of interventions 
delivered in high security to support patients to undertake or receive them. A lower level 
of consensus was reached for the use of CCTV to reduce institutional incidents, with
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some respondents questioning whether this could be defined as an intervention, and it 
was suggested that relational, interpersonal approaches to reducing aggression would be 
more appropriate and effective. The use of cognitive behavioural therapy for reducing 
recidivism among patients with a history of sexual offending marginally met consensus 
criteria, participants who disagreed with this application of CBT did so on the basis that 
there was limited clinical evidence. Participants reached consensus on a proportionally 
higher number of elements that were derived from patient values of care compared to 
elements based on clinical outcome research (Fisher’s exact test, p=.023, 2-tailed).
Of the 12 elements (31%) that did not reach consensus the response rate was lower 
(Table 22). Elements that could not be agreed on but marginally missed the set 
consensus level were those that recommended including family in the care planning 
process and the specific function of one to one psychological therapy. For the former, 
this was considered to be highly dependent on the relationship between the family and 
the patient or the clinical team. For the proposed value of one to one interventions, it 
was recommended that the described outcomes were more likely to be achieved through 
the processes identified within group interventions.
Lower levels of consensus were reached for pharmacological and ECT interventions. 
Participants disagreed with the use of Topiramate for reducing aggression, with opinions 
that this was not the only pharmacological option. This statement was amended to 
incorporate this opinion for the subsequent round. The use of Chlorpromazine or 
Benperidol to reduce sexual offending risk behaviours was also questioned on the basis 
that developments in alternative medications would render this approach obsolete. This 
was removed due to the evidence being dated. Similarly, the use of gluten free dietary 
options for reducing symptoms of schizophrenia reached a low level of consensus, with 
opinions that there was insufficient evidence to support this practice; this was therefore 
also removed. The use ofECT as a “last resort” was not advocated and a clear rational 
for its use and monitoring of iatrogenic outcomes was deemed crucial were it to be 
conducted. The remaining statements reached higher levels of agreement and were 
amended for the second consultation stage, incorporating expert opinion as applicable.
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Participants also identified 16 additional elements that were considered important for 
patient outcomes. These included substance misuse interventions, educational and 
vocational services, staff training and support and specific interventions for example the 
delivery of schema therapy (Table 23).
Expert consensus on the “essentialness” of elements
In the second consultation stage participants were asked to explicitly rate the 55 
elements they had identified as important for achieving positive patient outcomes 
according to how essential they were. The consensus threshold (>80%) was not reached 
on any of the elements rated by respondents in the second round (n=45). The majority of 
opinions varied as to whether each was: Essential, Very Important or Important. 
Following the final feedback stage where respondents received information on the group 
level of consensus and were invited to re-consider individual ratings with this new 
information, respondents (n=35) still did not reach the set consensus level for the 
reported elements. Consistent with the second consultation round, the majority of 
opinions were divided as whether elements were Essential, Very Important or Important.
Despite not reaching the pre-determined level of agreement a majority consensus could 
be demonstrated for a number of elements that experts considered were Essential for 
improving patient outcomes. These spanned a number of practices including: therapeutic 
uses of physical and procedural security, professional and interpersonally effective staff, 
multidisciplinary care and including patients in care, providing choice and information 
(Table 24). Equally a majority consensus was available for elements that were 
considered Very Important (n=35), which described specific interventions that included, 
pharmacology, psychotherapy, occupational therapy and vocational services (Table 25). 
Establishing an evidence base was also identified as Very Important by the majority of 
experts as was ensuring that care staff were knowledgeable about patients’ care plans 
and that staff were not over burdened with non-clinical tasks. The continuity o f care was 
also deemed necessary to ensure developing therapeutic alliances was not compromised.
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Elements of care that were considered desirable but not essential, in that the reported 
outcomes may not be directly affected, were the use of CCTV to reduce institutional 
incidents, including the family in care, social skills training for fire-setters and the 
opportunity for patients to negotiate room access (Table 26).
Table 26. Elements (n=5) identified with a majority consensus as being “Important” - 
the element of care is desirable, but its absence would not have a direct effect on the
described outcome.
Element of High Secure Care N Median1 S-IQR2 Consensus level %
CCTV monitoring should be implemented in 
the secure environment to reduce institutional 
incidents.
32 3 0.5 62.5
Social skills training through role-play should 
be provided for people with offence histories of 
fire setting if poor interpersonal functioning has 
been identified as a risk factor in offending.
30 3 0.5 50
Families should be informed about and 
included in care planning and clinical decision­
making to support these processes.
33 2 0.5 39.4
Negotiating personal room access should be 
permitted to increase autonomy and allow 
people to take respite from the ward 
environment when needed.
33 2 0.5 39.4
1 Very Important = 2; Important = 3.
2 S-IQR -  Semi-interquartile range
No majority consensus was reached on elements to indicate they were Unimportant, to 
suggest its absence would have minimal impact on the associated outcomes. Similarly, 
with the exception of one practice, no elements reached a majority consensus of being 
Undesirable, which meant having a detrimental impact on patient outcomes. The use of 
naso-gastric clozapine for patients who refuse to comply with medication and exhibit 
problematic positive symptoms was considered undesirable by a high proportion (40%) 
of participants that responded (n=22). Whilst the potential clinical benefits of Clozapine 
are evident in previous statements, concerns were raised over forced intervention and 
how this may impact on patients and affect the relationship with the clinical team.
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Discussion
Establishing the elements of high secure hospital services that are required for 
successfully rehabilitating patients is a complicated task, particularly given that the 
model of care is multi-modal and that clinical and risk presentations o f patients vary 
over time and by intensity. This task is further confused by the absence of a concise 
definition of what high security provides and an existing evidence base that is varied in 
scope and quality. However, evidence based practice can be strengthened with the 
integration of professional expertise with existing information regarding what has been 
found to be effective. Presented with existing clinical evidence and patient perspectives 
on what improves patient outcomes, a group of high secure service experts reached a 
high level of consensus as to the benefits of a number of interventions and clinical 
practices, which supports their function in high security. Consensus was highest on 
elements derived from patient perspectives on what was important for reaching a stage 
of being ready to be discharged. These included, relational and “non-specific” care 
practices such as respect, personalization, choice and therapeutic alliances, which 
correspond to fundamental recovery principles recommended for mental health care 
(Shepherd, Boardman, & Slade, 2008). Consensus was lower for elements that were 
informed by clinical evidence, with experts suggesting that this information was not yet 
sufficient to warrant the practice or that the use of specific interventions would depend 
on, context, individual needs and the availability of alternative approaches. This 
highlights the importance of case complexity when care planning and emphasizes the 
need for a clinical evidence base that is sufficient to account for the heterogeneous high 
secure patient population. This was consistent with expert opinions that the existing 
evidence base for high security services was limited in parts and adopting evidence from 
other secure settings was considered possible, but should be done cautiously given the 
difference in populations.
Experts also generated additional elements of care that were deemed important for the 
rehabilitation of patients in high security but had not been identified from patient 
narratives on what worked or the existing outcome research. These covered a range of
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practices including: the need for substance misuse interventions, speech and language 
assessment, educational services for improving literacy skills and multidisciplinary care 
planning and provision. Additional elements also focused on the training (although 
specific details were not provided) and support needs of staff who faced the challenges 
of working with forensic patients, which is perhaps consistent with fostering staff 
attributes that were valued by patients who had reached the end of their high secure 
pathway.
When experts were asked to indicate the level of importance or how essential each 
element was, consensus was not reached on any of the statements, which could be 
accounted for by a number of reasons. The threshold for consensus was set at a high 
level when compared with existing Delphi research and this demand will expectedly 
make reaching consensus more difficult (McCulloch & McMurran, 2007). However, 
lowering the threshold for agreement can de-value contrary opinions which may be 
based on valid and valued experiences. Investigating multidisciplinary perspectives may 
also have made reaching consensus difficult. If experts applied experiential knowledge 
outside of their profession, which was limited when compared to experts who were 
trained in a specialty, an increased risk of best guess responses may have skewed the 
level of agreement. However, as experts were provided with and used the opportunity to 
indicate where reported elements were not applicable to their experience, this would 
suggest experts were confident when offering experiential evidence on practices that 
were not necessarily rooted in their discipline.
Conversely, experts may have advocated elements that represented their own specialty 
and by comparison undervalued those of other professions, particularly if competing for 
the same outcome (for example the use of either CBT or Clozapine for patients with 
psychosis). This has been explicitly demonstrated in Delphi studies and identified as a 
potential response bias (Murphy et al., 1998b). However, comparing the distribution of 
ratings between different disciplines on the elements presented, there were no 
statistically significant differences between ratings of different professions with the 
exception of one of the stated elements of care. This described positive outcomes from
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off-ward activities, which occupational therapists rated as significantly more essential 
than experts from psychiatry and psychology disciplines. A further explanation for the 
lack of consensus is that the variable evidence base for providing interventions for 
patients in high security is either perceived as limited or not known, and therefore 
experts considered there is insufficient information on which to consider what practices 
should be essential to improve patient outcomes. This was explicitly highlighted in a 
number of reasons for disagreement with proposed practices.
Whilst consensus was not reached on any of the elements, a majority agreement was 
found for a number of practices that could be considered to make a valuable contribution 
to the overall experience and impact of treatment in high security. Of note these 
comprised patient and professional values about core practices, in terms of the physical, 
procedural and relational uses of security. For elements that described specific 
intervention approaches, these were considered very important but could perhaps be 
substituted by alternative interventions and were therefore not considered essential for 
the targeted outcomes. This was voiced in expert opinions that often stated the described 
practice would be dependent on the individual case and that one size did not fit all, 
which is consistent with the reality that the high security patient population is 
heterogeneous. For practitioners therefore, the key elements of high secure care are 
difficult to concisely define. However, a number of approaches to how care is best 
provided are highlighted.
Limitations
A number of potential limitations with the Delphi method need to be considered 
alongside the presented findings. An important limitation to acknowledge of the 
procedure itself is that it is a process of collating collective knowledge from experience 
and it does not “confirm” research evidence. It is therefore not possible to conclude that 
if high secure services did provide all the elements described they would be any more or 
less effective in improving patient outcomes. The level of disagreement over specific 
practices also demonstrates this, with expert opinions suggesting there was often limited 
empirical evidence available to firmly advocate certain treatment methods. It is also
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possible that this survey represents simply the state of the knowledge of professionals 
during the time period of the study, and that the gaps in consensus map closely onto lack 
of knowledge rather than agreement about accessible findings. It is possible that local 
knowledge is shared between professionals working in a service and generating practice- 
based support for the impact of delivered interventions; such knowledge may be good 
evidence but at a preliminary stage of research development; or could be idiosyncratic 
and actually lacking in a valid evidence base. This study was not designed to test 
knowledge in any way, but use of knowledge is nevertheless required to complete the 
task. The potentially subjective selection clinical evidence that informed elements in the 
Delphi survey also contributes to this limitation in that experts were not presented with 
and asked to provide opinions on all the available clinical evidence of interventions.
The demands of the Delphi process are a potential limitation if the quality of expert 
contributions is undermined by competing professional demands. The consultation takes 
time and this is a key resource in the current health service where there are numerous 
competing demands on a professional’s use of time, particularly those who have been in 
post longer, whose expertise is frequently sought after. This shortage of time could be 
one interpretation for the limited responses to explain reasons why ratings were changed 
or unchanged, through the survey rounds. The inclusion of international experts, whilst 
often advocated in Delphi research to incorporate broad perspectives may be 
problematic if experiences are drawn from services described as high security but that 
operate with different legal and clinical practices. The absence of clear descriptions of 
UK or international forensic mental health structures means differences cannot easily be 
determined. However, experts did offer comparable responses and additional elements 
that would suggest some practices are fundamental to the delivery o f high secure care, or 
indeed any provision of forensic or mental health services (Crawford et al., 2008).
A further sampling limitation was with the snowballing technique. Whilst this approach 
was taken to maximize the prospective sample of “hard-to-reach” experts (Atkinson & 
Flint, 2001), it increases the risk of selection bias, through subjective recruitment 
(Griffiths, Gossop, Powis, & Strang, 1993). The response rate is also considered to be
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low with an apparent absence of opinions from certain professions (e.g. social work, 
dieticians, GP) and the over representation of others (e.g. nursing, psychiatry, 
psychology), although the proportions are broadly comparable to the representation of 
these disciplines in the clinical teams in the UK high security hospitals. The use of 
stringent expertise criteria may also have influenced this by excluding forensic mental 
health practitioners with relevant experience, for example newly qualified professionals 
with current knowledge of the evidence base and patient contact, but less than the 
required number of years in post. This was complicated by the multidisciplinary focus, 
as different professions follow different training pathways. An over representation of 
experts (37%) from the hospital setting from which the research was conducted is also 
noted as a further selection bias. The attrition rate through the consultation rounds was 
consistent with Delphi research; however the loss of perspectives, for example, from 
security services and speech and language experts by round three is an additional 
limitation to consider alongside findings.
Conclusions
Experts with experience and knowledge of high secure forensic services reached a high 
level of agreement, albeit short of the set consensus level; on the therapeutic uses of 
security and a recovery ethos in the delivery of high secure care. The relative 
contribution of specific interventions in the overall achievement of a successful outcome 
is less clear however, with differences of professional opinion emerging. Pending a more 
robustly established evidence base, confidence in the benefits of the interventions for 
which there is some evidence of effectiveness is likely to remain low, or perhaps shaped 
by local factors (such as clinical hunches, interests or practice-based evidence). Overall, 
the Delphi process was found to be helpful in providing additional information as to 
what high secure services should provide to promote mental health restoration and risk 
reduction. Re-running the process with other stakeholders, such as commissioners, 
patients and families, may provide further insights into the interplay between 
interventions of importance, how they are experienced and what seems likely to work 
best for whom and in which circumstances.
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Chapter 6
Looking back and a way forward 
Integrating clinical and experiential evidence
High secure forensic inpatient hospitals serve an important function in providing 
treatment for individuals with enduring mental health problems who also present a risk 
to society and themselves. Their task is always two-fold: to reduce risk and to do so by 
promoting mental health and well-being, which should enable the individual to no longer 
require conditions of maximum security in which to optimally live. However, given the 
complexity of the cases admitted, for some, complete recovery may not be possible, and 
stabilization of mental state might be considered an appropriate goal (e.g. Tennant & 
Howells, 2010). Previous investigations into the evidence base for forensic mental health 
services have concluded that outcome information is lacking, however; the extent to 
which this applied specifically to the high secure service estates was unclear.
A systematic review of outcome research derived from high secure inpatient settings 
was conducted to provide a clearer statement as to the quality and scope of the evidence 
base for this setting. The review findings suggest that conclusions from existing 
overviews are in the present day overly prescriptive if applied to high secure services, as 
a number of rigorous studies that span some of the wide range of interventions for 
specific symptom profiles are available. Whilst the best available evidence is not entirely 
free of methodological limitations, it demonstrates that positive changes in both the short 
and longer term clinical and social functioning for high secure patients appear 
achievable. Further clinically useful information is also provided from findings that 
indicate what doesn’t work. Non-completion or drop out from interventions can be 
associated with a worsening of outcomes, a finding that corresponds with research from 
other settings (McMurran & Theodosi, 2007) and highlights the importance of 
understanding treatment readiness and its association with motivation and engagement 
(McMurran & Ward, 2010). The practice of prescribing high dosage medication, 
neuroleptics specifically, for treatment resistant patients, is cautioned against and should
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be closely monitored given that the potential for adverse clinical outcomes may 
outweigh clinical benefits.
Notably, a significant volume of research evidence generated within high security that 
was reviewed was more resonant with findings from previous overviews, being limited 
in methodological rigour and highly variable in scope. Equally, there was a lack of 
research evidence on outcomes for forensic patients that have been identified as having 
important needs that warrant intervention, such as substance misuse and self-harm and 
other core domains of need, including vocation and education (see Figure 5). For 
questions about the effectiveness of rehabilitation approaches that target these it is 
important to emphasise that there is an “absence of evidence rather than evidence of 
absence” (McGuire, 2008, p. 2591).
Despite recommendations for including the expert by experience as a valued source of 
information on the delivery and receipt of forensic inpatient services (Coffey, 2006; 
Department of Health, 2001), this perspective for the most part is absent when 
investigating the value of interventions in high security settings. To demonstrate the 
contribution of this voice in informing approaches to evidence based practice and build 
on the existing research gap, themes from the narratives of patients who were preparing 
to leave high security were investigated. A number of non-intervention specific9 clinical 
practices were identified as having been important for rehabilitation; these themes were 
not represented in the reviewed clinical evidence. The significance of positive 
therapeutic relationships within the high security community and specifically within 
interventions, for example group therapy, was strongly valued in both supporting and 
influencing change. Whilst these processes were not represented in the previously 
reviewed outcome research, they are considered complimentary to this evidence. The 
experience of being listened to and cared for by trusted others (this may include peers), 
who also witness this sharing of experience, seems to be as important for rehabilitation 
as the content of interventions (Sternberg, 2006). This is consistent with findings that
9 Not specific to a formal intervention approach, for example pharmacological or psychological, but 
related to the broader therapeutic uses o f  physical, relational or procedural security.
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identify therapeutic alliances with professionals and benefits of support and social 
learning from peers as being of central importance to clinical outcomes (Bouchard, 
Montreuil, & Gros, 2010; Horvath, 2001).
Accessing patient perspectives was also useful in establishing which elements of high 
security treatment could potentially be detrimental to rehabilitation. Patients often 
identified the value of non-specific interventions on the basis of their absence, 
highlighting that where care is inconsistent or missing, good outcomes can become 
jeopardised (Lindqvist & Skipworth, 2000). For example, the absences of physical and 
procedural security to safely manage the high secure environment and prevent counter- 
therapeutic experiences, such as incidents of aggression, were highlighted. As with the 
reported benefits of relational security, formal evaluations of these facets of high 
security were not found, despite their defining the nature of high security. By 
comparison, the limited reference to the perceived benefits from formal interventions 
might be explained by the emphasis on the process factors that need to be in place for 
rehabilitation to occur. An alternative interpretation is that the discourse of change, 
specifically describing how change happens as a result of interventions and whether 
intervention messages have been internalized, is difficult to articulate. This may be 
complicated by recalling experiences over the often-extensive periods of time spent in 
high security.
To include a further source of experiential evidence on what worked in high security; 
high secure service practitioners with expertise and knowledge in delivering care and 
academics with experience and knowledge in investigating outcomes for patients in high 
security were consulted. Experts were invited to consider whether the existing clinical 
evidence and values identified from patients were congruent with individual experience 
and knowledge, and also to offer additional practices that were considered to be of value 
in contributing to positive patient outcomes. Experts allied with patient’s views about 
how care should be delivered to reach a stage of readiness for discharge. However, how 
these were put into practice most effectively was not systematically investigated and 
remains an area for further inquiry. For example both experts by experience and
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profession identified the values in safely challenging patients that push interpersonal 
boundaries, but how this was functionally achieved was not expanded upon.
Consensus on the use of existing clinical evidence as best practice was difficult to reach. 
For some elements of care it was evident that a specific expertise was required to 
comment on its value, as experts indicated the practice was not applicable to their 
experience. With fewer expert opinions the potential influence of a dissenting voice on 
the level of group consensus when participants were provided feedback needs to be 
acknowledged. However, reasons for disagreement were most commonly connected 
with the limited and in some instances dated evidence for certain interventions. Experts 
were of the opinion that the evidence-base for the complex task of delivering 
multidisciplinary care was insufficient to solely support the clinical decision-making 
process for a diverse patient population. The need for establishing improved clinical 
evidence was a suggestion articulated by an expert, and agreed by those consulted, as 
fundamental to maximizing clinical benefits for patients.
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Recommendations and implications for practitioners, providers and researchers
Based on findings from the collective sources of evidence a number of recommendations 
and implications for clinical practitioners, service providers and outcome investigators 
are offered. Whilst recommendations for care approaches and interventions are based on 
the best available evidence it is stressed that these are not prescriptive, and also that 
clinical practices that are not represented are not considered to be ineffective or inferior 
by comparison, simply there is limited or no evidence as of yet to demonstrate their 
contribution to patient outcomes.
Clinical practice recommendations
For clinical practitioners and service providers, a number of non-intervention specific 
practices were advocated by both experts from experience and profession and a majority 
consensus from the latter group was reached that these were essential (Box 1). Providing 
patients with a clear care planned pathway through high security, which can be 
negotiated, is important to maintain engagement with interventions that should enable 
progression to lower secure services, who should also be involved in care planning. This 
can help reduce any sense of uncertainty about directions to take to achieve the goal of 
discharge; where uncertainty was experienced this evoked feelings of hopelessness and 
increased the risks to self and others. A comprehensive formulation of needs was seen as 
a necessary step to informing and streamlining this pathway.
The importance for clinical staff working therapeutically with patients to access 
supervision and training to promote a professional approach towards safe and effective 
working was recommended by surveyed experts who had a number of years clinical 
experience in high security. Key staff attributes identified by patients included being 
non-judgmental, challenging boundary pushing behaviours and maintaining 
confidentiality. Whilst service providers, such as commissioners and senior 
management, were not included in the Delphi survey, these recommendations are 
equally relevant as directives and resources will be influential in promoting a workforce 
that maximizes the potential for therapeutic benefits from relation security. This
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included managing the deployment of clinical staff on ward areas, which needed to 
consider the consistency in staffing so that therapeutic alliances could be developed.
A final series of recommendations focuses on balancing security and therapy. The 
function of high secure hospitals has historically been described as representing a 
pendulum swing between custodial and therapeutic roles, where a balance has been 
difficult to reach without one having a negative impact on the other (Beales, 2004). This 
is consistent with the experiences of patients and professionals who valued the need for 
physical and procedural security to promote feeling safe, and in turn, foster 
psychological well-being. However, the experience was also that this came at the cost of 
missing opportunities to engage with activities, such as social events, which provided a 
number of therapeutic benefits. Therefore, aligned with the individual formulation for 
care planning, careful consideration of risk and security needs alongside clinical needs is 
advised to avoid an over-emphasis on containment.
Clinical intervention recommendations
Based on the existing clinical evidence for interventions delivered in high security and a 
majority professional consensus on the importance of these, a number of interventions 
for patients in high security are recommended. Additional interventions identified by a 
majority of experts as being equally significant for patient outcomes are also proposed, 
but offered tentatively as limited or no clinical evidence was found that supports these. 
Recommendations are categorized across three broad themes of rehabilitation; 
therapeutic engagement, mental health restoration and risk reduction (Box 2).
For therapeutic engagement, an assessment of treatment readiness is advised prior to 
patients undertaking interventions, to identify potential risks of dis-engagement, which 
may result in adverse outcomes (Marques et al., 1994). In further support of promoting 
engagement, providing information (psychoeducation) to patients about mental disorder 
diagnoses can promote adherence to medication and increase insight into individual 
difficulties associated with mental disorder (Aho-Mustonen et al., 2008).
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Box 1. Practice recommendations1 for high secure practitioners
Care planning
• Patients should be informed about and included in care planning and 
decision-making.
• Care planning should be informed by a formulation of needs specific to 
each individual, which should be comprehensive and responsive to 
multiple and complex needs.
• Care plans should include goals that are informed by multidisciplinary 
input and are achievable markers for success.
• Care planning should be synchronized with goals generated by step down 
services to avoid unnecessary repetition or delays in the care pathway.
Relational security and staff provision
• Staff who have contact with patients in high secure services should be 
provided with appropriate training to ensure a professional approach to any 
staff-patient alliances are promoted at all times.
• Staff should be offered reflective practice and supervision to provide 
emotional support from working with complex patient needs and highly 
challenging presentations (e.g. violence directed at them).
• Deployment of staff should be managed to ensure continuity of care and 
sufficient to maximize benefits from developing therapeutic alliances.
Physical and Procedural security
• Security procedures should be provided to prevent access to restricted 
items and minimizing the risks of violence and aggression.
• Security procedures that limit access to therapeutic activities should be 
continually reviewed to ensure risk management does not overshadow the 
potential for clinical benefits.
1 Based on the integrated experiential evidence from patients and professionals that described non­
intervention specific practices Essential for contributing to positive outcomes (see Table 24).
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For mental health restoration, pharmacological benefits for patients with treatment 
resistant schizophrenia are demonstrated with the use of Clozapine, the benefits of which 
can be augmented with antiepileptic medication (Lamotrigine) (Dalai et al., 1999; 
Swinton & Haddock, 2000; Tiihonen et ah, 2003). The use of Clozapine should be 
supported in patients with low neutrophil levels (white blood cells required to fight 
infection), who may as a result be precluded from receiving this treatment. Specifically, 
providing granulocyte colony-stimulating factor is recommended, however there is no 
clinical evidence available to empirically support this practice. The value of cognitive 
behavioural therapies for patients with psychosis and personality disorder is also 
recommended to identify personal difficulties, challenge beliefs and develop skills for 
coping (Cawthome, 2003; Tarrier et ah, 2010). However, the clinical evidence for these 
approaches is preliminary.
For managing challenging behaviours, particularly the risk of violence, both 
pharmacological and psychological approaches are recommended. Where violence is 
associated with active positive symptoms of schizophrenia, the use of Clozapine is 
advised, when a poor outcome from other antipsychotic medication has been achieved 
(Dalai et ah, 1999). The use of dialectical behaviour therapy for patients with borderline 
personality disorder who exhibit hostility and engage in institutional violence is 
recommended to manage risks whilst detained in high security through improving the 
management of strong negative emotions (Evershed et ah, 2003). To reduce the long­
term risk of sexual violence among sexual offenders admitted to high security, group 
and individual cognitive behavioural therapy approaches are recommended to reduce the 
risk of recidivism following discharge (Marques et ah, 1994; Nicholaichuk et ah, 2000).
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Box 2. Intervention recommendations1 for high secure practitioners
Therapeutic engagement
• Assessment of treatment readiness prior to undertaking interventions should be 
conducted to minimize the risk of dropout.
• Patients should be provided with information (psychoeducation) to increase 
their understanding about individual diagnosis and treatment options.
Mental health restoration
• Individual and group CBT for psychosis should be offered to patients with 
schizophrenia to help manage symptoms and identify consequences of them 
such as distress and risk.
• Clozapine should be offered to people who experience psychotic symptoms 
that have been unresponsive to other antipsychotics.
• People with treatment resistant schizophrenia and low pretreatment neutrophil 
levels should be provided with granulocyte colony-stimulating factor (G-CSF) 
to permit Clozapine use.
• Lamotrigine should be considered as an augmentation treatment for people 
with schizophrenia who have a poor or partial response to Clozapine.
• Cognitive (schema) therapy should be offered for people with a history of 
personal trauma and a diagnosis of personality disorder.
Risk reduction
• Cognitive Behavioural Therapy should be offered to reduce recidivism in 
people with a history of sexual offending.
• Dialectical Behaviour Therapy should be offered for people with borderline 
personality disorder who exhibit problems of anger and hostility.
• Clozapine should be offered to people whose violence is associated with 
positive symptoms, which have been unresponsive to other antipsychotics.
1 Based on clinical evidence, on which a majority expert consensus agreed that the described 
intervention made a positive contribution to the reported outcome(s) (see Table 25)
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Implications for clinical practice, service provision and outcome evaluation
Where clinical evidence for interventions is limited in quality, variable in scope and 
experts were in disagreement about its external validity, there are clear implications for 
clinicians in terms of delivering evidence-based practice. This issue was highlighted in 
the Delphi survey, where experts held different positions as to what evidence sources 
were acceptable to use to inform intervention provision. Broadly these diverged between 
whether or not to use evidence from non-high secure hospital settings, but were often 
consistent in the opinion that populations are not necessarily comparable. Systematic 
review findings that demonstrated outcomes from clinical practices in high security were 
consistent with generic mental health care guidelines would support the use of such 
guidance, however as with the recommendations previously outlined, this is not offered 
as a prescriptive solution. A further finding from the Delphi survey that 
multidisciplinary expertise can generate discussion about the value of interventions for 
patients in high security would imply that this practice might be beneficial where there is 
uncertainty about clinical evidence.
For high secure service providers, where improvement of patient outcomes following 
interventions is demonstrated, an argument is put forward for resource (e.g. cost and 
time) precedence to be given to these approaches over practices with limited or no 
evidence of effectiveness (Cohen & Eastman, 2000). However, with one exception 
(Barrett et al., 2009), economic evaluations did not feature in the reviewed evidence, 
making it difficult for service providers to know the balance of financial cost with 
clinical benefits. Incorporating economic evaluations into outcome research is an area 
for further development that might be commissioned by service providers to ensure gaps 
in evidence are filled and value for money can be demonstrated. Equally, providing 
research directives would promote a more coordinated focus on evaluation priorities and 
ensure future expansion of the high secure evidence base is both comprehensive and 
substantial.
Clearly there are multiple stakeholders in high security outcome research, which can be 
investigated via multi-layered evaluation methods. A move towards combining process
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and outcome evaluations is required to inform how the delivery and receipt of an 
intervention and the setting in which it occurs influences changes in outcomes (Toroyan 
et al., 2004). By establishing the impact of process and context on effectiveness it will 
also be possible to test the internal and external validity of interventions (McGuire, 
2008). Differences in outcomes assessed by clinical evidence and markers of change 
described by patients would also imply that the criteria for success of interventions are 
wide-ranging. Experiences of change from the patient perspective (e.g. feeling valued, 
confidence, optimism about the future) were qualitatively different from clinically 
focused outcomes (e.g. clinical symptoms, interpersonal functioning, recidivism). This 
has an important implication for ensuring that all relevant and valued markers for 
success are included when investigating the effectiveness of interventions (Perkins, 
2001). Absence of these might lead to incorrect conclusions that interventions are of no 
benefit. This in turn may increase the file-drawer problem (Fanelli, 2012), which is 
particularly problematic if iatrogenic effects are experienced, as narrated at times by 
patients, but not recorded.
For all recommendations and implications discussed the potential fallibility of the 
research evidence warrants acknowledgement, given there are limitations with all 
sources that were investigated. Examples of misleading and potentially harmful 
directions from outcome research in forensic arenas that have influenced clinical 
practice presents this unfortunate reality (see Barbaree, 2005 for an example of this). 
The strengths and limitations of the presented research are therefore discussed alongside 
reported findings.
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Strengths and limitations
A number of strengths and limitations of each of the specific evidence gathering 
approaches have previously been discussed and a summary of these are provided below 
(Box 3). For the process of integrating research findings, further strengths and 
limitations warrant highlighting. These concern issues with taking a holistic approach to 
investigating the effectiveness of a system of care and integrating multiple perspectives.
Box 3. Main strengths and limitations of approaches to gathering evidence
Evidence 
A systematic 
review of 
outcome 
evidence for 
high secure 
forensic 
inpatient 
services
What does the 
high security 
expert by 
experience tell 
us about 
“what 
works”?
High secure 
forensic 
service expert 
consensus of 
“what works”
Strengths
Provides a transparent and 
comprehensive approach to 
collating and synthesizing 
clinical evidence.
Permits a rigorous assessment 
of evidence validity.
Offers an accessible summary 
of evidence for practitioners to 
support care decision-making.
Limitations
Relevant evidence may be excluded, 
leading to incorrect / incomplete 
conclusions.
Reviewing a multi-modal package of 
care could limit the scope for 
synthesizing evidence.
Including outcome research that is 
underpowered will produce an 
equally limited review. _____
Provides an in-depth 
description of a complex 
system.
Offers a more realist reflection 
of a naturalistic setting. 
Explores how high secure 
services can be helpful.
Provides complex information that 
can be difficult to interpret and 
organize.
Difficulty determining the credibility 
of experience / influence of context. 
The forensic patient voice may 
devalue the potential implications for 
what works.
Permits expert knowledge and 
experience to be consulted on 
a complex question.
Provides an opportunity to 
investigate the external 
validity of clinical evidence 
and patient values. 
Demonstrates the potential 
value of incorporating clinical 
expertise into evidence-based 
practice in forensic mental 
health services.
Generalisations can be limited given 
the breadth of the consultation and 
the representativeness of experts. 
Limited scope for disagreement will 
restrict challenges to expert opinions.
Limited ownership of ideas where 
reasons for disagreement were not 
articulated.
186
A holistic approach to establishing the effectiveness of high security
Investigating the sum of individual rehabilitation efforts and the interacting effects of 
these in high security provides a detailed description and understanding of both the 
contents and contexts necessary for improving patient outcomes, which has not 
previously been attempted. Pragmatically this offers a more comprehensive approach to 
providing evidence for practitioners and decision-makers to help inform health care 
decisions for a complex patient population. It also permits potential mechanisms or 
processes that may be important for fostering positive patient outcomes to be identified, 
which represents a more realistic and informative approach to evaluation (Day, Bryan, 
Davey, & Casey, 2006; Pawson & Tilley, 1997). This provided important information 
about the overlapping influences of care, for example experiences of therapeutic 
setbacks that were accounted for by wider systemic factors, and supported the position 
that rehabilitation is not a distinct event that starts and stops with individual 
interventions.
Whilst a more complex understanding of the facets of high security that provide and 
maintain therapeutic benefits is of value, it is important to acknowledge that the 
interventions and non-intervention specific practices that have been identified here are 
not exhaustive. Both the scant literature on theories of change for forensic patients and 
the lack of frameworks to define the rehabilitation approaches taken in high security 
contribute to this limitation of the current research, as without this information there is 
narrow scope for determining what is missing. Equally, even though some pieces of the 
jigsaw puzzle that represents effective practices in high security may have been 
uncovered, explanations of how these fit together and for whom they might be most 
important are still limited.
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Evidence of effectiveness from different perspectives
Despite there being a number of strengths in investigating effectiveness from different 
perspectives, which have been outlined (Box 3), there are also difficulties with both 
investigating and triangulating these. One complication surrounds the extent to which 
evidence from different stakeholders, who will likely have competing markers of change 
or attribute different values to outcomes, can be integrated. For example, from patient 
narratives, discussions about individual risk of re-offending were infrequent with more 
of an emphasis on developing positive relationships, yet from the clinical evidence one 
of the most commonly measured outcomes was recidivism. This is not to say that the 
experience of establishing secure attachments will not be important in lowering the risk 
of engaging in antisocial behavior upon release, however the current research was 
limited by not exploring the unique contribution or overlap of these different 
perspectives in any depth. The difficulty of merging narratives with measured outcomes 
is identified as a disadvantage of method triangulation (Thurmond, 2001).
The representation of both patients and professionals is also limited in that those who 
shared perspectives are unlikely to represent the heterogeneous high security population 
or wide-ranging multidisciplinary professionals involved in the delivery of care. This is 
highlighted as a common logistical limitation of investigating multiple perspectives 
through qualitative enquiry (Tashakkori & Teddlie, 2003). Consequently the challenge 
of generating transferable research findings that can inform and develop forensic mental 
health practice remains in place (Coffey, 2006). This transferability may also be 
hindered by potentially subjective interpretations of what worked, as previously 
discussed. These potential risks of biases also need to be extended to the perspective of 
the investigator who was not independent of high secure services and therefore personal 
clinical experiences or an over-emphasis on the effectiveness of high security may also 
influence interpretations of evidence (Jadad, 1998).
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Finally, a stakeholder perspective that is also missing in the present research is that of 
family members. Whilst the physical security of high secure services restricts the 
interaction between patients and their families, which in some cases is essential for 
reasons of risk management, family members may also act as experts given their 
position (Rose, Thomicroft, & Slade, 2006). As with including professionals and 
patients as sources of evidence, experiences from family members are open to subjective 
influences, however, this should not rule out the potential value of this perspective.
Proposed directions for advancing the evidence base for high secure services
Based on the presented research findings a number of future research directions have 
been proposed for advancing the existing evidence base for high secure forensic 
inpatient services. However, two key research priorities are identified in order to support 
these recommendations.
Theory development
The absence of clearly articulated theories to explain the clinical and forensic 
presentation of forensic patients has been a long-standing issue (Rice & Harris, 1997), 
and is equally applied to the existing clinical evidence from high security hospital 
settings. Without explicit theories of change for interventions practitioners are limited in 
being able to understand and explain why interventions do or do not work (Green & 
Britten, 1998). Conducting a literature search for theoretical works on forensic patients 
returns limited information when compared to research on outcomes. This perhaps 
reflects a social priority in simply answering the question “do interventions work” rather 
than what are the expected outcomes from them and what confounding factors might 
also influence change. When investigating a socially complex system of interventions 
and clinical practices, knowing this information will be vital for clinicians but 
particularly so for outcome investigators given the challenges that have been 
demonstrated in evaluating interventions in isolation.
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This is not to suggest there are no existing theories that are relevant to forensic patients 
that can offer an interpretation to patient experiences of what worked. Concepts related 
to the criminological risk need responsivity model such as social learning theory 
provides one example of this (Andrews & Bonta, 2003). Nor does this suggest that 
interventions delivered in high security are not grounded in theoretical observations, for 
example the bio-social model of borderline personality disorder that underpins 
dialectical behavior therapy (Linehan, 1987). Simply it recommends that these need to 
be clearly outlined and tested in terms of explicatory strength for the clinical and social 
functioning difficulties of high secure forensic patients.
Developing and implementing complex evaluations
From the existing clinical evidence it is clear that evaluations in high security have 
predominantly focused on specific interventions. Where evaluations of the sum of 
rehabilitation efforts have been conducted, often focused on post-discharge outcomes, 
the individual contribution of rehabilitation efforts is unknown. With patient experiences 
indicating the importance of timing and sequence of care, the need for more complex 
evaluations is recommended to move away from a medical model approach of providing 
an intervention and anticipating clinical and social dysfunction will be "cured" 
(Blackburn, 2004). A longitudinal evaluation of the patients pathways of care in high 
secure services is more consistent with a dynamic systems theory approach which views 
psychological change as a process of interacting components that are characterized by 
periods of stability and instability, that can evolve and change over time within a system 
or environment (Caspar, Rothenfluh, & Segal, 1992; Mahoney, 1991). The department 
of health investment in developing (conceptual) clinical pathways for forensic patients 
and establishing their clinical and cost effectiveness adds incentive to this research 
priority (Kennedy, 2002).
A number of challenges with any evaluation in forensic mental health care have been 
identified, including the complexity of a system of care, pragmatic problems of 
conducting research in applied settings and defining the relevant outcomes (Lindqvist & 
Skipworth, 2000). Developers of evaluation frameworks that aim to define the inputs,
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processes and outcomes (from multiple stakeholders) for forensic mental health services 
offer an advance in organizing the task that is required, but translating the model into 
practice is not as simple (Glomey et ah, 2010). Applying guidance on conducting 
complex intervention evaluations offers some initial support with this effort, but the 
reality about what can realistically be achieved needs to always be considered (Craig et 
a h ,2008).
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Appendices
Appendix A - Call for information from expert advisors
University of Surrey 
Department of Psychology
UNIVERSfTYOF
15th October 2009
Dear (Insert name)
Re: Call for information and advice
I am conducting a systematic international review on treatment outcome studies of 
offender patients detained in high secure psychiatric services, or equivalent forensic 
mental health services in other countries. I am contacting you to request your advice 
and guidance as a contributor to practice in this area.
The review is being conducted as part of a postgraduate research programme at the 
University of Surrey under the supervision of Dr. Fiona Warren. The main aim is to 
investigate / determine best practice in evaluating outcome in a socially complex 
service such as high secure psychiatric setting. I would be grateful for any advice 
you might be able to offer in response to the questions set out in the accompanying 
call for advice information form. I am intending to start the literature search by mid- 
November.
Thank you for taking the time to consider this request for information.
Yours Sincerely
James Tapp 
i .tapp@surrev.ac.uk
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Appendix C - Call for fugitive literature
UNIVERSITY OF
University of Surrey 
Department of Psychology 
09th December 2009
Dear Sir / Madam
Re: Call for fugitive literature
I am conducting a systematic international review on outcome studies of offender 
patients detained in high secure psychiatric services, or equivalent forensic mental 
health services in other countries. I am contacting you to request your help as a 
contributor to practice in this area. The review is being conducted as part of a PhD at 
the University of Surrey under the supervision of Dr. Fiona Warren.
I am specifically seeking information on the following:
1) any relevant research on outcome studies in high security that has been 
published within the last year which may not be obtained from bibliographic / 
electronic databases
2) any relevant research on outcome studies that are currently in progress or 
have not been published
I would be grateful for any information you might be able to offer in response to 
these requests using the accompanying information request form. I would also be 
grateful, if it were feasible, for the information request form to be distributed to other 
professionals working within your service, with an aim to ensure all relevant studies 
form all possible disciplines are identified. My intended deadline for collating this 
information is January 2009.
Thank you for taking the time to consider this request.
Yours Sincerely
James Tapp
228
INFORMATION REQUEST FORM
This form is intended to collect details of ANY studies investigating outcomes within 
high secure services within the UK that are either currently being conducted or have 
been completed but are not yet published or are not intended for journal publication 
(e.g. internal reports).
The request is to identify all relevant literature for the systematic review of outcome 
studies in tertiary forensic mental health services.
If you have any queries concerning the information request please feel free to contact 
me on the details provided below.
Once the form is completed please return to:
James Tapp 
University of Surrey 
Psychology Department 
Surrey 
GU2 7XH
01483 300 800 (ext 2943) 
i .tapt>@surrev.ac.uk
Sincerest thanks for your time
James Tapp
229
Details of informer:
Name:
Address f
Contact telephone:
Contact e-mail:
Recently published outcome studies:
Do you know of ANY recently published research on outcomes of ANY type 
conducted within your service?
If Yes, please could you provide ANY details of the study, or if appropriate copies of 
internal reports; manuscripts. Please could you also include contact details of 
investigators:
230
Ongoing research / fugitive literature:
Do you know of ANY research on outcomes within your service that is currently in 
progress or previous research that has not been published (fugitive literature)?
If Yes, please could you provide ANY details of the study, or if appropriate copies of 
internal reports; manuscripts. Please could you also include contact details of 
investigators:
Exemplary Studies
Do you consider there to be any published studies relevant to the research question 
that you would deem exemplary, to ensure these are included in the review?
Please could you indicate which studies, where possible with reference details, and 
identify specific features that you consider to make them exemplary.
231
Appendix D - Fugitive literature request sources
1. Expert advisors
Pamela Taylor - Professor of Forensic Psychiatry at the Wales College of Medicine; 
Visiting Professor at the Institute of Psychiatry, King’s College London 
Robert Morgan -  Associate Professor Texas Tech University; Director of Forensic 
Services Lubbock Regional Mental Health and Mental Retardation Services 
Michael Ferriter -  Senior Research Fellow, Nottinghamshire Healthcare NHS Trust 
Nick Huband -  Clinical Research Fellow, Nottinghamshire Healthcare NHS Trust
2. High secure services
Ashworth hospital -  www.mersevcare.nhs.uk 
Barbara Speake -  Head of Psychology 
Robert McLean -  Head of Social Care 
Pauline Parker -  R&D Trust
Tracy Wilkins — R&D Manager High Secure Services
State hospital -  www.tsh.scot.nhs.uk/
John McGinley — Director of Psychology
Jamie Pitcairn -  R&D Manager
Jim Loudon -  General Service Manager
Rampton hospital -  www.nottinghamshirehealthcare.nhs.uk
Teresa Cope -  General Manager
Richard Phipps -  General Manager
Angela Close -  Directorate Manager
John Wallace -  Clinical Director
David Tombs -  Clinical Director
Julie Smith -  Clinical Audit Department
232
Broadmoor Hospital -  www.wlmht.nhs.uk
Derek Perkins -  Head of Psychological Services
Joe Ayers -  Occupational Therapy Lead
Jimmy Noak -  Deputy Director of Nursing
Sarina Martin -  Clinical Effectiveness and Audit Manager
3. Masters Psychology Courses
MSc Forensic Psychology Practice -  Birmingham -  Sue Hanson
MSc Forensic Psychology -  Central Lancashire -  Jane Ireland
MSc Forensic Psychology; Forensic Psychology & Crime - Coventry -  Sarah Brown
MSc Forensic Psychology -  Glasgow Caledonian -  Liz Marshall
MSc Forensic Psychology -  Gloucestershire -  Jessica Woodhams
MSc - Clinical Forensic Psychology -  Institute of Psychiatry -  Suzy Young
MSc Forensic Psychology -  Kent -  Theresa Gannon
MSc Applied Forensic Psychology; Forensic Psychology -  Leicester -  Ray Bull
MSc Investigative and Forensic Psychology -  Liverpool -  Laurence Alison
MSc Forensic Psychology -  London Metropolitan -  Shara Lochan
MSc Forensic Psychology -  Manchester Metropolitan -  David Holmes
MSc Forensic Psychology -  Middlesex -  Jo Adler
MSc Forensic Psychology -  Portsmouth -  Adrian Needs
MSc Forensic Psychology -  Surrey -  Margaret Wilson
MSc Forensic Psychology -  Teesside -  Dee Anand
MSc Applied Forensic Psychology -  York -  Jo Clarke
4. International high secure forensic mental health services with website access 
Germany
Haina Main hospital -  http://www.psvch-haina.de/kffp end/
Finland
Niuvanniemi hospital -  http://www.niuva.fi/english/historv.htm 
Vanha Vaasa hospital -  http://www.vvs.fi/index vvs.phtml?kieli=en
233
Sweden
Sundsvall hospital -  http://www.rpksundsvall.se/in-english/
Netherlands
TBS hospitals -  http://english.iustitie.nl/themes/tbs/
America
Atascadero State Hospital -
http://www.dmh.ca.gov/Services and Programs/State Hospitals/
CNYCP New York -
http://www.omh.state.nv.us/omhweb/facilities/cnpc/facilitv.htm
Canada
Penetanguishene -  http://www.mhcp.on.ca 
New Zealand
Lake Alice National Security Unit -  http://www.lakealicehospital.com 
Australia
Longbay hospital -  http://www.iusticehealth.nsw.gov.au/long-bav/
Thomas Embling hospital -  http://www.forensicare.vic.gov.au 
Wolston Park hospital -  http://www.health.q Id. gov.au/the park/walk.asp
Africa
Valkenberg hospital -  http://www.psvchiatrv.uct.ac.za/clinical/Valkenberg info.oho
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Appendix F - Individual database search terms 
BNI
( (offender OR prisoner OR criminal OR patient OR inmate OR service user) ) and (
( (maximum secur* OR high secur* OR special hospital OR tertiary psychiatric OR 
tertiary forensic OR tertiary mental OR broadmoor N5 hospital OR rampton N5 
hospital OR ashworth N5 hospital OR park lane N5 hospital OR moss side N5 
hospital OR carstairs N5 hospital OR dundrum N5 hospital OR Haine N5 hospital 
OR Sikringsanstalten i Nykobing Sjaelland N5 hospital OR Niuvanniemi N5 hospital 
OR Vanha Vaasa N5 hospital OR Sundsvall N5 hospital OR Vaxjo N5 hospital OR 
TBS N5 hospital OR Gostynin N5 hospital OR Justizanstalt Gôllersdorf N5 hospital 
OR Penetanguishene N5 hospital OR Oak Ridge N5 hospital OR Lake Alice N5 
hospital OR National Security Unit N5 hospital OR Longbay N5 hospital OR 
Thomas Embling N5 hospital OR Wolston Park N5 hospital OR Valkenberg N5 
hospital OR Mathari N5 hospital OR Mauricio Cardoso N5 hospital OR DSPD) ) and 
( (outcome OR effect* OR effic* OR follow up OR change OR impact OR evaluat* 
OR audit) )
CINAHL
( (offender OR prisoner OR criminal OR patient OR inmate OR service user) ) and ( 
(maximum secur* OR high secur* OR special hospital OR tertiary psychiatric OR 
tertiary forensic OR tertiary mental OR broadmoor N5 hospital OR rampton N5 
hospital OR ashworth N5 hospital OR park lane N5 hospital OR moss side N5 
hospital OR carstairs N5 hospital OR dundrum N5 hospital OR Haine N5 hospital 
OR Sikringsanstalten i Nykobing Sjaelland N5 hospital OR Niuvanniemi N5 hospital 
OR Vanha Vaasa N5 hospital OR Sundsvall N5 hospital OR Vaxjo N5 hospital OR 
TBS N5 hospital OR Gostynin N5 hospital OR Justizanstalt Gôllersdorf N5 hospital 
OR Penetanguishene N5 hospital OR Oak Ridge N5 hospital OR Lake Alice N5 
hospital OR National Security Unit N5 hospital OR Longbay N5 hospital OR 
Thomas Embling N5 hospital OR Wolston Park N5 hospital OR Valkenberg N5 
hospital OR Mathari N5 hospital OR Mauricio Cardoso N5 hospital OR DSPD) ) and 
( (outcome OR effect* OR effic* OR follow up OR change OR impact OR evaluat* 
OR audit) )
Medline
( (offender OR prisoner OR criminal OR patient OR inmate OR service user) ) and ( 
(maximum secur* OR high secur* OR special hospital OR tertiary psychiatric OR 
tertiary forensic OR tertiary mental OR broadmoor N5 hospital OR rampton N5 
hospital OR ashworth N5 hospital OR park lane N5 hospital OR moss side N5 
hospital OR carstairs N5 hospital OR dundrum N5 hospital OR Haine N5 hospital 
OR Sikringsanstalten i Nykobing Sjaelland N5 hospital OR Niuvanniemi N5 hospital 
OR Vanha Vaasa N5 hospital OR Sundsvall N5 hospital OR Vaxjo N5 hospital OR 
TBS N5 hospital OR Gostynin N5 hospital OR Justizanstalt Gôllersdorf N5 hospital 
OR Penetanguishene N5 hospital OR Oak Ridge N5 hospital OR Lake Alice N5 
hospital OR National Security Unit N5 hospital OR Longbay N5 hospital OR 
Thomas Embling N5 hospital OR Wolston Park N5 hospital OR Valkenberg N5
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hospital OR Mathari N5 hospital OR Mauricio Cardoso N5 hospital OR DSPD) ) and 
( (outcome OR effect* OR effic* OR follow up OR change OR impact OR evaluat* 
OR audit) )
Psyclnfo
( (offender OR prisoner OR criminal OR patient OR inmate OR service user) ) and ( 
(maximum secur* OR high secur* OR special hospital OR tertiary psychiatric OR 
tertiary forensic OR tertiary mental OR broadmoor N5 hospital OR rampton N5 
hospital OR ashworth N5 hospital OR park lane N5 hospital OR moss side N5 
hospital OR carstairs N5 hospital OR dundrum N5 hospital OR Haine N5 hospital 
OR Sikringsanstalten i Nykobing Sjaelland N5 hospital OR Niuvanniemi N5 hospital 
OR Vanha Vaasa N5 hospital OR Sundsvall N5 hospital OR Vaxjo N5 hospital OR 
TBS N5 hospital OR Gostynin N5 hospital OR Justizanstalt Gôllersdorf N5 hospital 
OR Penetanguishene N5 hospital OR Oak Ridge N5 hospital OR Lake Alice N5 
hospital OR National Security Unit N5 hospital OR Longbay N5 hospital OR 
Thomas Embling N5 hospital OR Wolston Park N5 hospital OR Valkenberg N5 
hospital OR Mathari N5 hospital OR Mauricio Cardoso N5 hospital OR DSPD) ) and 
( (outcome OR effect* OR effic* OR follow up OR change OR impact OR evaluat* 
OR audit) )
EMBASE
(offender OR prisoner OR criminal OR patient OR inmate OR 'service user') ) and ( 
('maximum secure' OR 'maximum security' OR 'high secure' OR 'high security' OR 
'special hospital' OR 'tertiary psychiatric' OR 'tertiary forensic' OR 'tertiary mental' 
OR 'broadmoor hospital' OR 'rampton hospital' OR 'ashworth hospital' OR 'park lane 
hospital' OR 'moss side hospital' OR 'carstairs hospital' OR 'dundrum hospital' OR 
'haine hospital' OR 'sikringsanstalten i nykobing sjaelland hospital' OR 'niuvanniemi 
hospital' OR 'vanha vaasa hospital' OR 'sundsvall hospital' OR 'vaxjo hospital' OR 
'tbs hospital' OR 'gostynin hospital' OR 'justizanstalt gôllersdorf hospital' OR 
'penetanguishene hospital' OR 'oak ridge hospital' OR 'lake alice hospital' OR 
'national security unit hospital' OR 'longbay hospital' OR 'thomas embling hospital' 
OR 'wolston park hospital' OR 'valkenberg hospital' OR 'mathari hospital' OR 
'mauricio cardoso hospital' OR dspd) ) and ( (outcome OR effect* OR effic* OR 
'follow up' OR change OR impact OR evaluat* OR 'audit') )
AMED
(offender* OR prisoner* OR criminal* OR patient* OR inmate* OR "service user*") 
AND ("maximum secur*" OR "high secur*" OR "special hospital" OR "tertiary 
psychiatric" OR "tertiary forensic" OR "tertiary mental" OR "broadmoor hospital" 
OR "rampton hospital" OR "ashworth hospital" OR "park lane hospital" OR "moss 
side hospital" OR "carstairs hospital" OR "dundrum hospital" OR "Haine hospital" 
OR "Sikringsanstalten i Nyk*bing Sjaelland hospital" OR "Niuvanniemi hospital" 
OR "Vanha Vaasa hospital" OR "Sundsvall hospital" OR "Vaxjo hospital" OR "TBS 
hospital" OR "Gostynin hospital" OR "Justizanstalt G*llersdorf hospital" OR 
"Penetanguishene hospital" OR "Oak Ridge hospital" OR "Lake Alice hospital" OR 
"National Security Unit hospital" OR "Longbay hospital" OR "Thomas Embling
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hospital" OR "Wolston Park hospital" OR "Valkenberg hospital" OR "Mathari 
hospital" OR "Mauricio Cardoso hospital" OR DSPD) AND (outcome OR effect*OR 
effic* OR "follow up" OR change OR impact OR evaluat* OR audit)
HMIC
( (offender OR prisoner OR criminal OR patient OR inmate OR service user) ) and ( 
(maximum secur* OR high secur* OR special hospital OR tertiary psychiatric OR 
tertiary forensic OR tertiary mental OR broadmoor ADJ5 hospital OR rampton ADJ5 
hospital OR ashworth ADJ5 hospital OR park lane ADJ5 hospital OR moss side 
ADJ5 hospital OR carstairs ADJ5 hospital OR dundrum ADJ5 hospital OR Haine 
ADJ5 hospital OR Sikringsanstalten i Nykobing Sjaelland ADJ5 hospital OR 
Niuvanniemi ADJ5 hospital OR Vanha Vaasa ADJ5 hospital OR Sundsvall ADJ5 
hospital OR Vaxjo ADJ5 hospital OR TBS ADJ5 hospital OR Gostynin ADJ5 
hospital OR Justizanstalt Gôllersdorf ADJ5 hospital OR Penetanguishene ADJ5 
hospital OR Oak Ridge ADJ5 hospital OR Lake Alice ADJ5 hospital OR National 
Security Unit ADJ5 hospital OR Longbay ADJ5 hospital OR Thomas Embling ADJ5 
hospital OR Wolston Park ADJ5 hospital OR Valkenberg ADJ5 hospital OR Mathari 
ADJ5 hospital OR Mauricio Cardoso ADJ5 hospital OR DSPD) ) and ( (outcome OR 
effect* OR effic* OR follow up OR change OR impact OR evaluat* OR audit) )
DipEx
Limited search functions -  keywords searched for individually.
AS SI A
( (offender OR prisoner OR criminal OR patient OR inmate OR service user) ) and ( 
( (maximum secur* OR high secur* OR special hospital OR tertiary psychiatric OR 
tertiary forensic OR tertiary mental OR broadmoor WITHIN 5 hospital OR rampton 
WITHIN 5 hospital OR ashworth WITHIN 5 hospital OR park lane WITHIN 5 
hospital OR moss side WITHIN 5 hospital OR carstairs WITHIN 5 hospital OR 
dundrum WITHIN 5 hospital OR Haine WITHIN 5 hospital OR Sikringsanstalten i 
Nykobing Sjaelland WITHIN 5 hospital OR Niuvanniemi WITHIN 5 hospital OR 
Vanha Vaasa WITHIN 5 hospital OR Sundsvall WITHIN 5 hospital OR Vaxjo 
WITHIN 5 hospital OR TBS WITHIN 5 hospital OR Gostynin WITHIN 5 hospital 
OR Justizanstalt Gôllersdorf WITHIN 5 hospital OR Penetanguishene WITHIN 5 
hospital OR Oak Ridge WITHIN 5 hospital OR Lake Alice WITHIN 5 hospital OR 
National Security Unit WITHIN 5 hospital OR Longbay WITHIN 5 hospital OR 
Thomas Embling WITHIN 5 hospital OR Wolston Park WITHIN 5 hospital OR 
Valkenberg WITHIN 5 hospital OR Mathari WITHIN 5 hospital OR Mauricio 
Cardoso WITHIN 5 hospital OR DSPD) ) and ( (outcome OR effect* OR effic* OR 
follow up OR change OR impact OR evaluat* OR audit) )
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SCI-E
( (offender OR prisoner OR criminal OR patient OR inmate OR service user) ) and 
(("maximum secur*" OR "high secur*" OR "special hospital" OR "tertiary 
psychiatric" OR "tertiary forensic" OR "tertiary mental" OR "broadmoor hospital" 
OR "rampton hospital" OR "ashworth hospital" OR "park lane hospital" OR "moss 
side hospital" OR "carstairs hospital" OR "dundrum hospital" OR "Haine hospital" 
OR "Sikringsanstalten i Nyk*bing Sjaelland hospital" OR "Niuvanniemi hospital" 
OR "Vanha Vaasa hospital" OR "Sundsvall hospital" OR "Vaxjo hospital" OR "TBS 
hospital" OR "Gostynin hospital" OR "Justizanstalt G*llersdorf hospital" OR 
"Penetanguishene hospital" OR "Oak Ridge hospital" OR "Lake Alice hospital" OR 
"National Security Unit hospital" OR "Longbay hospital" OR "Thomas Embling 
hospital" OR "Wolston Park hospital" OR "Valkenberg hospital" OR "Mathari 
hospital" OR "Mauricio Cardoso hospital" OR "DSPD") and ( (outcome OR effect* 
OR effic* OR follow up OR change OR impact OR evaluat* OR audit) )
PsycExtra
(offender OR prisoner OR criminal OR patient OR inmate OR service user) AND 
(maximum secur$ OR high secur$ OR special hospital OR tertiary psychiatric OR 
tertiary forensic OR tertiary mental OR broadmoor hospital OR rampton hospital OR 
ashworth hospital OR park lane hospital OR moss side hospital OR carstairs hospital 
OR dundrum hospital OR Haine hospital OR Sikringsanstalten i Nyk$bing Sjaelland 
hospital OR Niuvanniemi hospital OR Vanha Vaasa hospital OR Sundsvall hospital 
OR Vaxjo hospital OR TBS hospital OR Gostynin hospital OR Justizanstalt 
G$llersdorf hospital OR Penetanguishene hospital OR Oak Ridge hospital OR Lake 
Alice hospital OR National Security Unit hospital OR Longbay hospital OR Thomas 
Embling hospital OR Wolston Park hospital OR Valkenberg hospital OR Mathari 
hospital OR Mauricio Cardoso hospital OR DSPD) AND (outcome OR effect$ OR 
effic$ OR follow up OR change OR impact OR evaluat$ OR audit)
NRR
(offender OR prisoner OR criminal OR patient OR inmate OR "service user") AND 
("maximum secur*" OR "high secur*" OR "special hospital" OR "tertiary 
psychiatric" OR "tertiary forensic" OR "tertiary mental" OR "broadmoor hospital" 
OR "rampton hospital" OR "ashworth hospital" OR "park lane hospital" OR "moss 
side hospital" OR "carstairs hospital" OR "dundrum hospital") AND (outcome OR 
effect* OR effic* OR "follow up" OR change OR impact OR evaluat* OR audit)
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Appendix G -  Data extraction variables
STUDY INFORMATION DESCRIPTION
Researcher ID Researcher conducting data extraction
Record No Unique record number
Database Bibliographic database (e.g. Psyclnfo)
Publication Year Year of publication
Publication Type e.g. Journal, Book, Thesis
Publication Source e.g. Journal name
Author(s) Author list
Contact Author Author for correspondence
Country Country where conducted
Hospital Name Name of secure hospital
Funded Study received funding
Funding Source Source of funding
Study Title Title
Study Aim Aims
Research Method General method (e.g. quantitative, 
qualitative)
Research Design Design (RCT, quasi, observational)
Design Comments Free text section
INTERVENTION / TREATMENT
Intervention / Treatment Type Type (e.g. pharmacological, physical)
Intervention / Treatment Type Other Free text section
Intervention / Treatment Description Full description of intervention / treatment
Notes Free text section
Other Free text section
Mode Individual, Group, Both
Dose Method Pharmacological dose method (e.g. oral, 
depot)
Dose Method Other Free text section
Dosage Pharmacological dose (e.g. /mg)
Dose Frequency Frequency of intervention / treatment (e.g. 
weekly)
Dose Frequency Other Free text section
Dose Duration Total duration of intervention / treatment
Theoretical Basis Reported theory linked with intervention
Training Required to Deliver Intervention requires training for delivery
Guidelines Pre-existing guidelines for delivery
Manualised Does delivery follow a manual
Accredited Is the intervention accredited
Modified Intervention modified in anyway
Multiple Intervention Sequences More than one sequence delivered
Number of Sequences Total number of sequences
Consist Dose Frequency Equal dosage across number of sequences
Overall Integrity Free text section
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TREATMENT / FACILITATOR 
PROVIDERS
Discipline Professional discipline of facilitators
Discipline Other Free text section
Level expertise Level of expertise of providers
Comments Experience Free text section
Trained Were providers trained
Supervised Were providers supervised
Observed Were providers observed
Number providers per condition How many providers were included
Consistent providers Were providers consistent across sequences
Absenteeism Were providers absent from interventions
Overall Integrity Free text section
OUTCOMES
Outcome Type Outcome type (e.g. cognitive, affective)
Outcome Unit Specific unit of measurement (e.g. 
recidivism)
Outcome Unit Other Notes Free text section
Outcome Level Rating level (e.g. observer, self-report)
Outcome Level Other Free text section
Outcome Internal Consistency Reported Internal Consistency
Outcome Test Reported Test Re-test reliability
Outcome Inter Rater Reported Inter-rater reliability
Outcome Face Validity Reported Face Validity
Outcome Concurrent Validity Reported Concurrent Validity
Outcome Predict Validity Reported Predictive Validity
Outcome Content Validity Reported Content Validity
Outcome Construct Validity Reported Construct Validity
Outcome Raters Who were outcome raters
Outcome Rater Training Did outcome raters require training
Outcome Raters Other Free text section
Observer Inter Rater Were observer rated outcomes inter-rated
Self Report Bias Control Did self report outcomes include validity 
checks
Complimentary Outcomes Any evidence of triangulation
Relevant Intervention Were outcomes relevant to the intervention
Overall Integrity Comments Free text section
PARTICIPANTS
Gender Participant gender
Ethnicity Participant ethnicity
Ethnic Comment Free text section
Age Participant age
Mental Health Act (1983) Participant Mental Health Act classification
Clinical Diagnosis Clinical diagnosis
Diagnosis Rater Who rated the diagnosis
Diagnosis Rater Comment Free text section
Diagnosis Source What was the diagnostic rating source
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Offence Participant offence
Offence Comments Free text section
Inclusion Criteria Were inclusion criteria reported
Inclusion Criteria Information Inclusion criteria description
Exclusion Criteria Were exclusion criteria reported
Exclusion Criteria Information Exclusion criteria description
IQ Participants IQ
Sampling Method How were participants sampled (e.g. 
exhaustive)
Recruitment Method What was the recruitment method
Incentives Were participants given incentives to opt in
Representative Population Was the sample representative of the 
population
Total Sample N Total sample size
Condition Sample N Number of participants in each condition
Total Dropout N Total drop out
Condition Dropout N Drop out from each condition
Refused N Number of participants refusing
Overall Comments Free text section
RESULTS
Data Level Level of measurement of outcomes (e.g. 
interval)
Data Level Other Free text section
Analyses What was the analysis for this level of data
Assumptions Are assumptions reported for this level of 
data
Assumptions met Have reported assumptions been met
Relevance aims Do analyses seem relevant to the aims
Relevance data level Are analyses relevant to the level of 
measurement
Missing data Are there any missing data
Missing data handling How was missing data handled
Total Outcome What was the sample for the outcome
Results Outcome Free text section reporting data
Overall Findings Reported Free text section
VALIDITY CHECKS
Control Group Was a control group employed in the 
design
Control Group Match Outcome Were controls matched on outcomes
Control Group Match Demogs Were control groups matched on 
demographics
Random Assignment Were groups randomly assigned
Assignment Method What was the assignment method (e.g. 
blind)
Blinding Participants Were participants blind to allocation
Level Blinding Free text section
Blinding Providers Were intervention / treatment providers 
blind
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Level Blinding Free text section
Blinding Outcome Assessors Were outcome assessors blind to allocation
Level Blinding Free text section
Parallel Intervention / Treatment Are any parallel interventions / treatment 
reported
Relevant to Intervention / Treatment Were parallel interventions / treatments 
relevant
Dropout Comparison Demogs Were participant drop out demographics 
reported
Dropout Comparison Outcomes Were participant drop out outcomes 
reported
Overall Validity Quality Free text section
QUALITATIVE VALIDITY 
CHECKS
Clear Aims Were aims clearly described
Clear Aims Comment Free text section
Qualitative Method Suitable Was the qualitative method suitable to meet 
aims
Design Relevant Was the design suitable to meet aims
Analysis Clear Description Are analysis clearly described
Analysis Appropriate Was the analytic method appropriate to 
meet aims
Design Comments Free text section
Sample Description Was the sample described
Sample Description Comment Free text section
Credible Findings Are findings credible / contextual extracts 
provided
Evaluation Meets Aims Does the evaluation meet the aims set out
Data Sources Described How well are contexts described in relation 
to data
Diverse Perspectives Considered Has the diversity of perspectives been 
discussed
Data Interpretation Links Are links between data and interpretation 
clear
Data Collection Procedure Is the data collection procedure defined
Replicable Is the study replicable
Overall Comments Free text section
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Appendix I - Calculations for Effect Size Estimates (ESE)
SMD calculations for Independent Groups design where intervention (jnt) and 
comparison (comp) groups are reported:
d  = Meanjnt -  M ean er 
SD pooled
Standard deviation (SD) pooled calculation where N  is equal between 
interventions and comparison groups:
SD pooled = SD w + SD 
2
- SD pooled calculation where N  is unequal between interventions and 
comparison groups:
SD pooled = V_(N int -  1) SD int 2 + (N,nmr -  \) SD ^ r2
N int Ncomp ~ 2
SMD calculations for Repeated Measures (RM) designs where no comparison group 
is included were adjusted to account for the correlation effect of RM designs 
(Dunlap, Cortina, Vaslow & Burke, 1996) using the following equation (Morris & 
DeShon, 2002):
d  = M ean^t -  Mean^,
SDd
- Standard Deviation of difference scores (SDd) calculation:
V SDpre2 + SDpost2 - (v - SDpre - SDp0St)
- Pre-post assessment scores correlation (r) calculation (where not reported in 
studies):
r = SDrrp2 + SDr^ 2 - SDn2 
(2) (SDpre) (SDp0St)
- Variance of difference scores (SDd2) calculation using repeated measure 
t-test statistic (t):
SDd2 = n(Meanrn.t -  M e a n ^ 2 
t 2
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Where Mean or SD statistics are not reported, estimates are derived from test 
statistics using the following calculations:
For independent groups (Glass et ah, 1981):
d  ? V Ujnt n2comp
Ilintflcomp
F or repeated measures (Rosenthal, 1991):
d = t  
V n
For ANOVA with Mean Squared Error (MSE) (Thalheimer & Cook, 2002):
xint -  xc 
d VMSEfaint Ornmp - 2)
( h int + iïcom p)
For ANOVA without Mean Squared Error (MSE) (Thalheimer & Cook, 2002):
d VF(Ujnt Ucnrnpt (Uint Ucnmpt
(hintH com p) (^ in t Hcomp - 2)
RR calculations were conducted using MedCalc for Windows MedCalc Software, 
Mariakerke, Belgium):
RR = (a / (a+b)) / (c / (c+d))
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Appendix J - Outcomes from full studies data set
Outcomes Frequency Percent
Recidivism 26 7.76
Aggression 21 6.27
Psychotic Symptoms 20 5.97
Institutional Incidents 16 4.78
Mortality 13 3.88
Placement Progression 12 3.58
Re-conviction 10 2.99
Seclusion Rate 9 2.69
Side effects 9 2.69
Mood 8 2.39
Social Functioning 8 2.39
Behavioural Checklist 7 2.09
Medication prescriptions 7 2.09
Re-admission 7 2.09
Therapy Engagement 7 2.09
Depression 6 1.79
Discharge 6 1.79
Self-esteem 6 1.79
Violence 6 1.79
Impulsivity 5 1.49
Nursing needs 5 1.49
Testosterone 5 1.49
Illness Knowledge 4 1.19
Length of stay 4 1.19
Perception of supportive environment 4 1.19
Quality of Life 4 1.19
Criminal Thinking Style 3 0.90
Hostility 3 0.90
Level of received privileges 3 0.90
Locus of Control 3 0.90
Physical Health 3 0.90
Physical Restraint 3 0.90
Self-harm 3 0.90
Service User Satisfaction 3 0.90
Anxiety 2 0.60
Assertiveness 2 0.60
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Outcomes Frequency Percent
Blame Attribution 2 0.60
Cognitive ability 2 0.60
Dissociative experiences 2 0.60
Distress / Well-being / Functioning / Risk 2 0.60
Employment 2 0.60
Family Relations 2 0.60
Interpersonal Interactions 2 0.60
Personality 2 0.60
Problem Solving 2 0.60
Self-isolation 2 0.60
Self Care 2 0.60
Sexual Cognitive Distortions 2 0.60
Sexual Interest 2 0.60
Sexual Knowledge 2 0.60
Social Contact 2 0.60
Social Skills 2 0.60
Stages of Change 2 0.60
Substance Knowledge 2 0.60
Absconsions 1 0.30
Allegations of abuse 1 0.30
Anxiety-Depression 1 0.30
Co-operation 1 0.30
Communication and Social Contact 1 0.30
Compulsive hand washing 1 0.30
Coping 1 0.30
Drug attitudes 1 0.30
Dyskinesia 1 0.30
Earned points 1 0.30
Earned tokens 1 0.30
Erectile response 1 0.30
Favourableness 1 0.30
Hopelessness 1 0.30
Hyperactivity 1 0.30
Insight 1 0.30
Interpersonal Problems 1 0.30
Interpersonal Traits 1 0.30
Irritability / Depression / Anxiety 1 0.30
Maladaptive schema 1 0.30
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Outcomes Frequency Percent
Masculine Attitudes 1 0.30
Masturbation frequency 1 0.30
Medication Attitude 1 0.30
Medication Compliance 0.30
Oestrogen 1 0.30
Perceptions of environment / Mental State 1 0.30
Prisonization 1 0.30
Reasons for living 1 0.30
Reflection Impulsivity 1 0.30
Relationship status 1 0.30
Release conditions revoked 1 0.30
Self-Image 1 0.30
Sleep patterns 1 0.30
Social Adjustment 0.30
Suicidal Ideation 1 0.30
Urine testing 1 0.30
Total 335 100.00
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Appendix K - Outcome categories
Outcomes Category
Recidivism
Re-offendingRe-conviction
Mortality Mortality
Placement Progression Placement Progression
Re-admission Re-admission
Psychotic Symptoms
Mood
Depression
Anxiety
Dissociative experiences
Anxiety-Depression
Irritability / Depression / Anxiety
Distress / Well-being / Functioning / Risk
Hopelessness
Self-esteem
Self-Image Mental health
Reasons for living
Suicidal Ideation
Compulsive hand washing
Coping
Personality
Impulsivity
Hyperactivity
Reflection Impulsivity
Maladaptive schema
Cognitive ability
Testosterone
Sexual Cognitive Distortions
Sexual Interest
Sexual Knowledge
Sex OffendingMasculine Attitudes
Masturbation frequency
Erectile response
Oestrogen
Criminal Thinking Style
Locus of Control Offence supportive beliefs
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Outcomes Category
Blame Attribution Offence supportive beliefs
Problem Solving
Substance Knowledge
Substance
misuse
Drug attitudes
Urine testing
Social Functioning
Behavioural Checklist
Family Relations
Interpersonal Interactions
Social Contact
Social Skills
Communication and Social Contact Social
Assertiveness Functioning
Self-isolation
Interpersonal Problems
Interpersonal Traits
Relationship status
Social Adjustment
Employment
Aggression
Violence Aggression
Hostility
Self-harm Self-harm
Institutional Incidents
Seclusion Rate
Nursing needs
Physical Restraint
Absconsions
Allegations of abuse
Co-operation
Institutional behaviour / managementLevel of received privileges
Earned points
Earned tokens
Medication prescriptions
Release conditions revoked
Medication Compliance
Medication Attitude
Therapy Engagement
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Outcomes Category
Discharge Institutional behaviour / management
Length of stay
Side effects Iatrogenic
Dyskinesia effects
Quality of Life Quality of Life
Service User Satisfaction
Perception of supportive environment
Perceptions of environment / Mental State
Perceptions of service support
Prisonization
Favourableness
Self Care
Self
care
Physical Health
Sleep patterns
Insight
Illness Knowledge Mental Health Awareness
Stages of Change
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Appendix M - Interview schedule
Thank you for participating in an individual interview to discuss your experiences of 
high security. The interview is kept strictly confidential except if you discuss any issues 
that might indicate a risk of harm to yourself or others, in which event this information 
will need to be followed up with your clinical care team. If at any point during the 
interview you decide to no longer participate in the study you can withdraw with no 
implications for your care provided in the hospital, and your data will be destroyed.
Topic guide:
What were your early impressions of arriving at this hospital?
Prompt: How did you feel?
What was your opinion about the hospital before arriving?
What had you heard about the hospital?
Can you remember the first people you met on your arrival?
What can you remember about the staff / patients / environment when 
you arrived?
What made the greatest impact on you?
What are your impressions of the hospital now?
Prompt: What is your opinion about the hospital now?
If different, how has your opinion changed?
What has influenced your impressions about the hospital over your time 
here?
Have any impressions remained the same?
Might these ever have changed?
What do you think high security has provided you with?
Prompt: How do you feel now looking back over your time here?
What has it been like for you?
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What is the difference between where you are now and when you first 
arrived?
What influenced this?
Which high secure experiences have been important to you?
How do you remember your interactions with staff?
How would you describe, in your own terms, your progress through high 
security?
What would you say have been the key experiences you have had?
Prompt: Which experiences would you say had been supportive towards your
progress? In what way?
Can you recall any experiences that you feel may have hindered this 
progress, or slow it down?
What role have you played in being ready to move out of high security?
Prompt: How much involvement have you had in your care within the hospital?
What decisions have you made in relation to your experiences?
How have these influenced your progress?
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Appendix N -  West London Research Ethics Committee 2 approval letter
National Research Ethics Service 
West London REC 2
■ Charing Cross Hospital 
Room 4W/12, 4th Floor 
Charing Cross Hospital. 
Fulham Palace Road 
London 
W6 8RF
Telephone: 02033111728 
Facsimile:
30 March 2011 
Mr Jam es Tapp
Assistant Research Psychologist 
W est London Mental Health Trust 
Broadmoor Hospital 
Centralised Groupwork Service 
Newbury Therapy Unit 
RG45 7EG
Dear Mr Tapp
Study title: Serv ice u ser  p ersp ectiv es on the therapeutic e lem en ts
o f a high se c u r e  foren sic  Inpatient serv ice  
REC reference: 11/H 0711/10
Thank you for your letter of 14 March 2011, responding to the Committee's request for 
further information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair. 
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
NHS sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
m anagement permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see  “Conditions of the favourable opinion” below).
C onditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
M a n a g e m e n t  p e r m is s io n  ("R& D  a p p ro va l" ) s h o u ld  b e  s o u g h t  fr o m  a ll N H S  o r g a n is a t io n s  
in v o lv e d  in  th e  s t u d y  in a c c o r d a n c e  w ith  N H S  r e s e a r c h  g o v e r n a n c e  a r r a n g e m e n ts .
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Guidance on applying for NHS permission for research is available in the Integrated 
Research Application System  or at http://www.rdforum.nhs.uk.
Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites (“participant identification centre"), guidance should be sought 
from the R&D office on the information it requires to give permission for this activity.
For non-NHS sites, site management permission should be obtained in accordance with the 
procedures of the relevant host organisation.
Sponsors are not required to notify the Committee of approvals from host organisations
It is the responsibility of the sponsor to ensure that all the conditions are complied 
with before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is a s  follows:
Document Version Date
REC application 1 11 January 2011
Response to Request for Further Information 14 March 2011
Protocol 1 11 January 2011
Participant Information Sheet 11 January 2011
Participant Information Sheet 2 24 February 2011
Investigator CV 11 January 2011
Participant Consent Form 11 January 2011
Student CV 11 January 2011
(None) 11 January 2011
(None) 02 March 2011
Covering Letter 11 January 2011
Covering Letter 14 March 2011
Participant Consent Form 2 24 February 2011
Interview Schedules or topic guides for participants 1 11 January 2011
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process p lease visit the National Research  
Ethics Service website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please u se the feedback form available on the website.
The attached document “After ethical review -  guidance for researchers" gives detailed 
guidance on reporting requirements for studies with a favourable opinion, Including:
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• Notifying substantial amendments
• Adding new sites and investigators
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
W e would also like to inform you that w e consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referencearouD@nres.nDsa.nhs.uk.
111/H0711/10 Please quote this number on all correspondence ~[
With the Committee's best w ishes for the su cc ess  of this project 
Yours sincerely
Dr Charles Mackworth-Young 
Chair
Email: michael.mullings@imperial.nhs.uk
Enclosures: "After ethical review -  guidance for researchers" [SL-AR2]
Copy to: Ms Angela Williams
Room 3-17, 3rd floor, W est Wing
St Paneras Hospital
St Paneras Way
NW1 OPE
Appendix O -  West London Mental Health Trust R&D approval letter
West London Mental Health
NHS T ru s t
Mr James Tapp
Assistant Research Psychologist 
West London Mental Health Trust 
Broadmoor Hospital 
Centralised Groupwork Service 
Newbury Therapy Unit 
Crowthorne 
Berkshire RG45 7EG
London West Mental Health R&D Consortium
R&D Office. Trust Headquarters 
St Bernard's Wing 
Uxbridge Road, 
Middlesex, UB1 3EU
Tel: 020 8354 8738 
Fax: 020 83548733
Email: rd.o#ice#wlmht,nhs,uk
3 March 2011
Dear Mr Tapp
Re: Service user perspectives on the therapeutic elements of a high secure forensic inpatient service
LREC Ref: 11/H0711/10
R&D Reference Number: TAPJW1101
I am pleased to confirm that the above study has now received a full R&D approval, and you may continue 
your research in West London Mental Health Trust. May I take this opportunity to remind you that during 
the course of your research you will be expected to ensure the following:
♦ Patient contact: only trained or supervised researchers who hold the appropriate Trust/NHS contract 
{honorary or full) with each Trust are allowed contact with that Trust’s patients. If any researcher on the 
study does not hold a contract please contact the R&D office as soon as possible,
» Informed consent: original signed consent forms must be kept on file, A copy of the consent form
must also be placed in the patient’s notes. Research projects are subject to random audit by a member 
of the R&D office who will ask to see all original signed consent forms.
• Data protection: measures must be taken to ensure that patient data is kept confidential in 
accordance with the Data Protection Act 1998.
« Health and safety: all local health & safety regulations where the research is being conducted must
be adhered to.
« Adverse events: adverse events or suspected misconduct should be reported to the R&D office and
the Ethics Committee.
« Project update: you will be sent a project update form at regular intervals. Please complete the form
and return it to the R&D office,
» Publications: it is essential that you inform the R&D office about any publications which result from
your research.
» Ethics: R&D approval is based on the conditions set out in the favourable opinion letter from the
Ethics Committee. If during the lifetime of your research project, you wish to make a  revision or 
amendment to your original submission, please contact both the Ethics Committee and R&D Office as 
soon as possible, .
* Please ensure that all members of the research team are aware of their responsibilities as 
researchers.
We would like to wish you every success with your project.
Yours sincerely
Maria Tsappis
Research Governance Co-ordinator
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Appendix P -  University of Surrey FAHS EC approval letter.
Psychology
Mr Jam es Tapp UNIVERSITY OF
Ethics committee
21 April 2011  
Oear Mr Tapp
S e r v i c e  u s e r  p e r s p e c t i v e s  o n  t h o  t h o r n o o u t i t ;  e l e m e n t s  o f  a  h i g h  s e c u r e  f o r e o s i s  
Inpatien t senrlce. EOZOH/32ÆAH5
On b«hoif o f  th e  Fthltss C om m ittee, I am  p teaaed  to  confirm a  favourab le  ethical opinion for 
th e  a b o v e  re se a rc h  o n  th e  b a s is  d e s c r ib e d  In th e  su b m itte d  p ro to c o l a n d  su p p o r tin g  
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Appendix Q -  Prospective participant clinical team permission letter
W est London M ental Health G
%ts. One vision.
V UNIVERS ITYOF
SURREY
Centralised Groupwork Service 
Broadmoor Hospital
Crowthorne 
Berkshire 
RG45 7EG 
Tel: 01344 75619
Email: iames.tapp@wlmht.nhs.uk
Dear Dr (insert name here) / (insert clinical team name)
We are writing to you to request permission from (insert name of ward) clinical team to 
approach Mr (insert name of patient) in your care.
We are conducting a study investigating ‘Service user perspective on the therapeutic 
elements of a high secure forensic inpatient service’. The study is being carried out as 
part of a research degree registered at the University of Surrey under the supervision of 
Dr Fiona Warren and in collaboration with the Centralised Groupwork Service and Dr 
Estelle Moore, Lead Psychologist. The study aims to conduct one-to-one semi-structured 
interviews to explore individual perceptions of high secure service users, who are in the 
process of being discharged, about the rehabilitative function of high secure care based 
on their experiences. The study has been peer reviewed and approved by the Charing 
Cross Research Ethics Committee and the West London Research & Development 
Consortium.
Please would the clinical team indicate on the enclosed form whether the named person 
would have capacity to consent to participate in the research and whether there are any 
clinical concerns or risks that would warrant his exclusion from the study? To facilitate 
any clinical decision-making a Participants Information Sheet is also enclosed.
Thank you for your time, completed forms can be returned by e-mail or internal mail 
using the details above. If you have any queries, please do not hesitate to contact me.
Yours sincerely,
James Tapp
Research Assistant Psychologist
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Clinical Team Information Request
Patient’s name: (insert name here)
Please initial where appropriate:
The named patient is SUITABLE to participate in this study.
The named patient has CAPACITY to consent to participate in this study.
If the patient is not suitable or does not have capacity to participate please could you 
provide a brief statement to describe the reason:
Responsible Clinician name.....
Responsible Clinician signature, 
Date:
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Appendix R -  Participant Information Sheet
W est London M ental Health
KHSiha*
mron.
Participant information sheet
You are being invited to take part in a research study. Before you decide to take part it is 
important for you to understand why this research is being done and what it will involve. 
Please take time to read the following information carefully and feel free to ask 
questions if there is anything that is not clear or if you would like more information. 
Take time to decide whether or not you wish to take part.
Title of project: Service user perspectives on the therapeutic elements of a high secure 
forensic inpatient service
What is the purpose of the study?
The aim of the study is to improve our understanding of experiences of high security and 
how these relate to individual change. In particular this study is interested in 
understanding your views on how experiences in high security impact upon progress 
through the hospital to being at a point of being ready to leave. This study will form part 
of an educational thesis. Your views will be drawn together to enhance our knowledge 
about how high security works.
Why I have been invited?
You have been invited to participate as you have progressed through high security and 
will have a wide range of experiences of the different functions of the hospital and how 
these impact upon individual change.
Do I have to take part?
No, participation is entirely voluntary. It is up to you to decide whether or not to 
participate. If you consent to participate you can withdraw at any time during the 
research, and you do not need to provide a reason. The decision to withdraw from the 
study will not have any implications for the standard care you receive.
What will happen to me if I take part?
If you do take part, you will be asked to sign a form giving consent. You will be given a 
copy of this information sheet and your signed consent form to keep. You will be asked 
to complete a personal information sheet and take part in an in-depth interview lasting 
approximately an hour with longer allocated if extra time is required. If the interview 
takes longer than an hour breaks can be arranged in between and an additional interview 
time can be arranged. The interview will take place in a private and quiet interview room 
on your ward to ensure confidentiality in your responses. The interview will be recorded
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and as detailed above, will involve exploring your views on therapeutic elements of high 
security.
What happens when the research study ends?
A debrief will be given to all those that participate and contact details for the researcher 
if any further queries arise. Recorded information will then be uploaded to a Trust 
computer and transcribed onto a word document for analysis. Recordings will then be 
deleted and identifiable information (e.g. names) removed from transcripts with only a 
participant number to identify you, which will be accessed by only the principal 
investigator. The study will be written for publication in a peer reviewed journal and 
contribute to an educational degree, if you request feedback this will also be provided. 
ALL identifiable information will be removed to ensure your contributions are 
anonymous (that is, it will not be possible to identity your material).
Will taking part be confidential?
Yes. If you decide to take part, we will keep your information in confidence. All 
information (i.e. your consent form, personal information sheet, interview audio-tape 
and transcript) will be accessed only by the principal investigator. Any experiences or 
opinions you express, positive or negative, within the interview will remain confidential 
and not be disclosed to anyone within your clinical care team. Confidentiality will also 
ensure that your participation in no way impacts upon the care you currently receive 
within the hospital or your progress through the service including your discharge. The 
interview transcript (a write up of what is said in the interview) will not contain your 
name, instead a number will be used, and the same number will be written on your 
personal information sheet. The procedures for handling, processing, storing and 
disposing of data are compliant with the Data Protection Act 1998.
The only time information from the interview would be shared with other professionals, 
would be in exceptional circumstances if you revealed or disclosed information about 
yourself that may indicate a risk of harm to yourself or others. This can include physical 
and/or psychological risks (e.g. distress). If this were to happen such disclosures would 
need to be followed up with your clinical team. You will be informed of this during the 
interview if necessary.
What are the benefits of taking part?
Participants may find the opportunity to talk about and make sense of their experiences 
beneficial. By participating it is also hoped that your experiences will improve 
understanding about the helpful aspects of high secure care and ways in which we might 
evaluate these features to ensure patients receive the optimum care required to progress 
them through high security.
What if a problem arises?
If you have a concern about any aspect of this study, you should contact the principal 
investigator who will respond to any concerns. If you remain unhappy and wish to raise 
a complaint, you can do this through the NHS complaints procedure. Details can be
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obtained from your primary nurse or other members of the hospital nursing staff on your 
ward.
Contact details
If you wish to contact the principal investigator regarding the research please ask a 
member of the nursing staff to contact James Tapp at the Centralised Groupwork Service 
on extension 4619.
Thank you for taking the time to read this information.
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Appendix S -  Participant Consent Form
West London Mental Health
M&éiat.
Many nswpmnts. Oa*
-i UNivi- Rsrrv o f
^ S U R R E Y
Title of Project:
Service user perspectives on the therapeutic elements of a high secure forensic inpatient 
service.
Aims:
This study aims to improve our understanding of the role of recovery from serious 
mental illness. We are interested in learning what your perspectives of the high security 
experience are and how these support individual through to being ready to be 
discharged.
Please initial the relevant boxes:
i. I confirm that I have read and understand the information sheet for
the above study and have had the opportunity to ask questions.
ii. I understand that participation is voluntary and I am free to withdraw 
at any time, without giving any reason, without my healthcare or legal 
rights being affected.
iii. I agree to take part in the above study.
iv. I agree for the interview to be audio-recorded.
Name of participant: Date: Signature:
Name of researcher: Date: Signature:
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Appendix T -  Interview transcript excerpt with coding examples
JT: Ok, so we are recording now, so um ju s t yeah thank you for agreeing to participate 
in this sort o f interview,
PI : Uh-hu
JT: uh, giving up your time 
P I: that is fine
JT: Just to remind you that as has been said in the information sheet which you have 
read, is that any responses you give are confidential in this context o f this interview, um, 
whatever you say has no impact on your care and as we have said, you are moving on so 
it has no impact on that, um, you can withdraw at any time so if you actually decide you 
don’t want to be involved in this anymore you can just contact me with my details and 
then withdraw
PI: ok
JT: and um just to say the only time when something, confidentiality might have to be 
breached is if you were to say something that would indicate a risk to yourself or
PI: uh-hu
JT: somebody else, at which point the information possibly has to go further, um, so you 
have read a bit about it in the information sheet but the idea o f  us maybe meeting to 
discuss things, is to talk about all the different experiences that you have had and what 
these have meant to you and whether you consider that these experiences you have had 
over your time here, however long that has been, has played a role in you getting to the 
stage o f leaving which is where you are now, um, so I suppose as you can see on my 
very nice written up schedule, the first real question which I wanted to ask was, thinking 
about where you are now in terms o f  you moving on and really leaving Broadmoor, 
what does that actually mean for you to be ready to move on
PI : I thinks its, I think for me its just, its where I am, or {where I was and who I am now 
is totally different to who I was when I first came in Broadmoor, I have worked hard, I 
have done a lot o f  therapy in the way o f  Newbury, um, err to do with my offending, I 
have done a lot o f work on my anger and my frustration land stuff like that, andjl have 
done everything they have asked me to do, um, it has taken a bit o f time but um I feel 1 
am a lot o f a better person for doing it. |_____________________________________
JT: and you mentioned quite a few things there that you have done over the time here, 
um, is there anything you are kind o f doing now in being ready to
Com m ent [ A l ] :  Group (Newbury) 
therapy associated with personal change.
Com m ent [A 2 ]: Sense o f autonomy 
The onus o f change is on the person.
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P 1 : um, I do a group called CBT, um, C B T I do with X and jhe made me feel that I am a 
person and I feel really good, positive about myself, where I used to think about things 
at night time, er, I used to get very stressed, so, by seeing X doing CBT it made me feel I 
was a better person] |l could then talk openly about what I was thinking about [at night 
time, but transferring the worry time at night time, I took it away from night time and I \  
had it during the day time and at the beginning I couldn’t hardly sleep, I had about a 
couple o f hours sleep a night, but now, (by doing the CBT I feel like I am a more positive 
person for doing it, but I get 8-9 hours o f sleep a night now, and I am sleeping better, I
am not as stressed, I am not worrying [about when this RSU, when it happens. It would__
be nice to know when i am going but it is not over the top worrying about moving, um, it 
will happen when it happens, and I have finished o ff in the shop and canteen, I have 
done everything I needed to do so,
JT: you said you finished o ff a lot o f  things has that been important?
Com m ent [A 3]: Identity.
Seen as a person and not an offender 
changes view o f  self from positive to 
negative.
Non-judgmental staff approach.
C om m ent [A 4]: Seen as a person 
promotes openness.
C om m ent [A 5]: CBT reduces stress 
and worry and increases positivity.
PI : I think it was important to get everything sorted once and for all, I don’t want to be 
back in Broadmoor, ever again, I spent ten and a half years here and um, I don’t want to 
be back here again, um|, 1 think all 1 can say really is just be open and honest with your 
therapies and groupwork [and just J^o 110% do as much as you can [to prove to other 
people that you are, you need to be trustworthy to move on, jf don’t want to let anyone
down [and I am going to do my damndest to make this RSU work, I am going to do____
whatever I have to in order to stay out
JT : yeah
Com m ent [A 6]: Honesty needed to 
progress
C om m ent [A 8]: Being believed in. The
consequence o f letting others down.
C om m ent [A 7 ]: Pro-active 
engagement
PI : because I am getting older now, I don’t want to be in that situation, I don’t want to 
be know as an offender, I want to be known as X, the guy who has changed a lot o f 
peoples lives, and I think I have and people respond to me a lot better, people know me 
all over the place and it is because I have, where I was at the beginning, where I am 
now, I am a totally different person who came into Broadmoor.
JT: you said something really, well quite, a huge thing to say 
P I: yeah
JT: which was a nice thing, was about how you being X and how you are with other 
people and the role you play in other people’s lives
P 1 : uh
JT : has that changed while you have been here do you feel, or?
PI : I think it has because when I first came to Broadmoor I was very quiet and 1 really 
didn’t have nothing to do with other people because I thought other people all they want 
to do is make judgem ents about me and what 1 have done in the past, you know, at the 
end o f the day I am willing to help people, I work in the patient shop, 1 did it for 6.5
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years, you meet all sorts o f people in the shop, um, I didn’t get angry or aggressive over 
it, um, I ....
INTERRUPTION -  NOT TRANSCRIBED
JT: they always say for interview always plan for the unexpected but I didn’t expect that 
to happen, because there is meetings isn’t there?
P 1 : yeah there is a ward meeting
JT: yeah sorry so you were talking about
PI : its, I mean there is a lot o f patients, when they first came here they were always in 
seclusion and stuff like that I have just talked to them and treat them as individuals, and,
I have made a big, I think people know me, that I am kind and considerate and I do what 
I can for them, so, 1 am here for that, I am here to help other people,| if  I can change, by 
talking about my CBT to a patient, just to say look, how really, really good it is, I would 
do it, because if it gets one more person to do it, you know, you have succeeded, you 
know;_________________________________________  _________  _______________
JT: yeah that’s quite a nice, a nice goal to have I suppose in a sense that if  it is passed 
on, there is something about peer support in a way isn’t there
P I: yeah
JT: you are in a position to actually support the guys who are
P 1 : who are not so well
JT: yeah, not as far as long as you have
PI: as far as I am
JT: come I suppose, yeah, um and that was actually one o f the things I was interested in 
is that people, where they are now, is quite possibly different from where they are when 
they first came you sort o f touched on it a bit
P I: yeah
JT: how different would you see yourself now from w hen...
PI : I would say I have got to be about 80%, I mean from being ten as very low, I am 
about 80%, I am a lot better, I am a lot more, |l am more direct with people, I do 
communal means, I mean I have done ward meals for the whole ward before and I do 
weekly meals for patients on the ward, now I am the resident cook,11 do all the cooking, C om m ent [A ID ]: Community
integration. A marker o f success in being 
able to be involved in community activities.
C om m ent [A 9]: Supporting others.
The act o f supporting other is regarded as 
some form o f personal success
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but that is fine, you know I haven’t got a problem doing it, it brings people together and 
then people start talking to each other and normally they wouldn’t talk to each other
JT: yeah, I was going to ask what is your speciality meal, actually, dying to know
PI : um, I don’t know I would say curry; I do a nice, mean curry, a nice thai curry
JT: thai curry, very nice, shop ingredients do they stretch to a thai curry?
PI : well sometimes it does I mean we got chilli and we got peppers and we got the stuff 
we need to make a thai curry, but um, I love chilli so
JT: are you a spice person
PI : a spice person
JT: Tabasco and all sorts
PI : yeah
JT: same I have to say, um, so yeah, so that’s, the changes from, it sounds from what 
you have said, it’s kind o f  like being almost not really involved with people much or at 
all,
PI : Uh-hu
JT and you talked about people judging you 
PI: uh-hu
JT: and then actually going to a position o f  encouraging mass meetings o f people in 
what seems to be a very supportive environment
PI : yeah, I have had to work hard at it!
JT: have you!
PI : jit hasn’t ju st happened but I have worked with people and I have, you know, tried to 
encourage, even when we have had new patients on the ward I have tried to encourage 
them into our food, its ju st more o f a sociable thing, trying to break out o f that negative 
feeling they have, just try to bring them about normal with m e [ _ ___________________
JT: and w hat’s, has anything motivated you to do that, or do you feel there’s been 
(inaudible)
C om m ent [ A l l ] :  Negotiating new
relationships. Having to engage with 
others not as familiar to the setting and 
establish a normal relationship.
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PI : I think its, er, I think its just Broadmoor has been a good experience for me, at the 
beginning it w asn’t, um, I was very dubious about doing any groupwork,
JT: yeah
PI: but I was prepared to do therapy and um, I had years and years o f therapy, I got 
knocked back on my RSU a couple o f years ago and you know um, I have got to a point 
know where I am the best that I have ever been, [l am not going to let them down, um, I 
don’t want to let them down for anything anymore)___________ ______________________
JT: mm, what, before you came to Broadmoor did you have any kind of, did the idea o f 
not being sure about what, about therapy, did you have a preconceived idea about what 
this place..
PI : 1 knew, I did certain groups when I was in prison, I did group therapy in prison, um, 
and I was, subject to coming into Broadmoor, um, I did a sentence and I had to come to 
Broadmoor because they felt that I w asn’t safe
JT: yeah
P I: thinking about it, 1 w asn’t safe, so you know, I said ok I will come to Broadmoor I 
will do whatever I have to in order to move on, it hasn’t been easy, but I worked thought 
it, um and I got the end o f  it.
JT: and you say thinking about it now it wasn’t safe, back then when you first arrived, 
did you have the same opinion or, or
P I: when I first arrived here I thought, oh, I have been stitched up, 1 have, I am in 
Broadmoor now, they are not going to release me, but maybe they saw something that I 
didn’t see, maybe they saw I wasn’t safe therefore coming to Broadmoor, I had to come 
to Broadmoor to be more safer, like I say I have been here 10.5 years now, but I am as 
safe as, um, if  say 100% is safe,
JT: yeah
PI : and where I am I would say, I would say 95%, and the reason for that is I will 
always have these problems when I get outside, but, um, [l know how to deal with these 
problems a lot more, where if I was in the situation I can get m yself out o f  the situation 
and there are always ways o f getting o u (____________________ ___________ _____
JT: yeah
PI: o f situations,
Com m ent [A12]: Being believed in.
The consequence o f letting others down.
C om m ent [A 13]: Acquiring new 
knowledge to avoid future risk.
JT: do you feel
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P 1 : and you are not on your own so.
JT: sorry 
PI : its alright
JT: do you feel, do you feel, well I mean, the first thing I am interested in is what does it 
mean to you to be, for you personally, what does it mean to you to be, feel, safe, for you 
does that make sense
PI : I think ju s t (having people supportive and people are respecting you, um, I think I
trust the staff I can talk about anything to the staff (where (before I was very dubious_____
about telling staff stuff just in case it would mess me uppbut at the end of  the day if]___
feel there is a problem in the future I will say something because you might have a know 
back for a little while, but I would rather have a small knock back than re-offending, 
because I don’t want to be in that situation, being at the top o f the pig and you are up 
there, I have got no control o f me offending, um, but (way I see it is I work hard
JT: um
Com m ent [A 1 4 ]:  Positive
relationships promote openness.
Com m ent [A 1 5 ]:  Fear of moving
backwards. The issue of being open and 
the potential negative consequences can 
restrict openness.
PI : and 1 understand my risk and if I feel I am getting to a point where I am in a risky 
situation I will back away from it and seek help, where before I wouldn’t I would think 
ah, 1 am doing well I am ok, I am not, and 1 cant deal w ith, you know, I am classed as a 
high risk outside and I am not prepared to be in that situation
Com m ent [A 1 6 ]:  Insight comes from
the person. No mention of what has 
increased understanding other than hard
JT: yeah
PI : again, not for all the tea I china, my parents have got faith in me, my parents have 
seen a change in me, and, (l have worked hard and 1 am not prepared to let anyone down, 
my parents are elderly now and I am not putting them, giving them stress over this, I 
mean if  I was them 1 would have nothing to do with me, but, they have stood by me, (um, 
but it is only because I have changed, if I didn’t change and didn’t come to Broadmoor, 
um, I don’t think they would have nothing to do with me, but, they said coming to 
Broadmoor, I should have come here first, not second, after prison
JT: yeah
PI : but you know, things happen, sometimes things are out o f your control
JT: and I mean I was just, what was it like to first, coming here
PI: (it was a shock, knowing there are certain people are in Broadmoor I was worried 
certain people would be after me, you know, some o f  these high profile patients, 1 was 
worried they were going to assault mej l don’t know, you know____________________
JT: yeah, yeah
C om m ent [A 1 8 ]:  Fear of association.
The potential risk o f  being detained with 
high profile patients.
C om m ent [A 1 7 ]:  Being believed in.
The consequence o f letting others down.
301
PI : lyou ju s t don’t know do you, err, Broadmoor was an unknown, it’s a very unknown 
thing, um, but I just got on with it, um, but it took me doing Newbury, it took me doing 
groups to feel a lot better], but X, I mean, he has helped me, more than anybody else.
JT: Would you place sort o f the most value, I am just thinking, thinking about all your 
experiences here, would you place your most value on that experience particularly?
P 1 : Um, [I mean doing group therapy, I mean that has been important], but |X he is one o f 
these people that is really, he is so neutral, he is not judgemental, he treats you like a
friend, um, but how he talks to you], um, [it was up to me to change, I had to change] in___
order to start thinking his way, I had to do a lot o f questionnaires, I did a lot o f um, 
meeting, plan meeting things, um, I had to just write down timetables about what I was 
doing, um, and you know it is [like ETS, where you are where you want to be, and the 
middle bit is where you need to er, where you need to, that’s where the problem is, so 
you need to identify the middle bit o f  the problem] _______________________________
JT: so that has been really helpful to almost map out what the issues are that you wanted 
to work on
C om m ent [A19]: Integration through
therapy. Meeting in a group context to 
uncover the unknown.
Com m ent [A20]: Group therapy.
Com m ent [A21]: Therapeutic alliance.
The importance o f having a neutral non- 
judgmental professional.
C om m ent [A22]: Autonomy
Com m ent [A23]: Thinking skills to 
identify the problem.
PI : Yeah I mean I had done a lot o f  therapy before hand and 1 think it was just to finish
it off, erm, you know, but group therapy is important, and you got to do it]____________________ Com m ent [A243: Group therapy
JT: I was interested what the difference was, that’s a nice way to say it, it is almost a 
nice, it’s a finishing off isn’t it?
PI : it’s a finishing o ff yeah
JT: which is a nice word for it, I am wondering what do you think, I suppose the 
differences if you will between doing a piece o f group work on anything relevant for 
you, how is the differences for groupwork for you been versus the individual stuff?
PI : I think [groupwork, it just makes you aware there are other people like you, and other 
people got the same problems as you and you are not on your own], and so you listen to 
other people about what they are talking about and then you try to put some o f that into 
your life about what you did and normally it gives you an understanding] therefore you 
do your group, um, but [you just have to be really, really honest with yourself, sometimes 
when you hear other people talking about their self, you think hang on a minute I don’t 
believe that at all, but you cant say that to them it is what you think in your head, and it 
makes you challenge the thoughts you have, um, I think its important] _______
JT: so hearing other people saying things that you are not convinced on 
P I: not convince on
C om m ent [A 25]: Group therapy 
removes feelings of isolation.
C om m ent [A 26]: Sharing problems 
increases insight.
C om m ent [A 27]: Hearing dishonesty 
challenges personal beliefs.
JT: or the reality o f  that, that m akes you challenge your ow n reality?
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PI: yeah, it makes you challenge your thoughts and your behaviours, um, but I was here, 
first and foremost I was here to get help, and I, obviously I needed it
JT: do you think it was clear what you, maybe when you first arrived maybe its different 
now, do you think when you first arrived it was clear what the idea was, what other 
peoples ideas were about what you needed, help for or with?
P I: Um, I knew where they were coming from
JT: right
PI : but um, but some o f the groups I did in prison I had to complete again in Broadmoor 
so, it was just, you know obviously in Broadmoor 1 am a lot more open and I was, I 
think I was aware of, because I was doing the groups in prison 1 was aware o f how 
groups pan out and what they were expecting and 1 looked to m yself in prison, what I 
said about my risk factors in prison and 1 thought to myself, um, with all due respect, 
what I was saying in prison was not right to how I am now, um, and I said to myself, no 
that is wrong, the safety aspect, I wasn’t safe but I was saying to them at the time in the 
group inside prison that I was safe, I had a good relapse prevention program, but I didn’t 
because doing it in Broadmoor was a totally different, they did it a different way to how 
they did it in Broadmoor, how they did it outside, so
JT: how would you describe that way, is there a particular, you know
P I: I think they had a different approach how they did, um, victim empathy and stuff, 
they just had a different approach, how they, um, |it was like an orchestra is how they 
planned it out, how they, you know
JT: here
P I: there’s a bit at the beginning where, here you are and the middle bit is you got a 
problem and the problem you have got is, um, you are high risk o f re-offending so, it’s 
the middle bit, they had it all planned out in stages)__________________________________
JT: when you say orchestra, is that how you describe it or was that how it was 
described?
PI : I think this is how I would see it as, there was, where you are and where you want to 
be, and the middle bit was where the problem was
JT: yeah, so it was like an orchestra o f things
PI : things happening in order to relapse prevention
Com m ent [A 2 8 ]:  Clarity in therapy
Providing a clear relapse prevention plan is 
helpful.
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JT: right so to prevent your relapse and orchestra o f things had to happen or an orchestra 
o f things would, if  that, if, sorry, a relapse would happened if an orchestra o f negative 
things happened
PI : yeah, if  the orchestra o f negative things happened, this would happen 
JT: right so if  all these things happened, this would happen?
P 1 : yeah
JT: did it reverse where if  all these things happened, this wouldn’t happen?
PI : if  you intervene anytime between you stop it
JT: so that way that was kind of, err don’t know, you worked through that with people 
was helpful and different to how
PI : it was helpful and we had other people in urm, 1 had other people, oh, what am I 
saying, err, |l think because other people are doing the same group as you, because I was 
doing the same group as them, people were saying this and people were saying that and I 
though to myself, no, that’s not the way it is and in the homework I was given I did it to 
the best o f  my ability, and 1 did it, um, to the best o f my knowledge, because I wasn’t 
going to bullshit the group, by saying this happened, that happened, when it didn’t, I am
just going to be totally open and honest.) I denied a lot o f the stuff when 1 re-offended,__
and 1 said at the time that um, I didn’t do this bit and I didn’t do that bit, but in this 
group in Newbury, I was totally honest about what I did, I was honest that I carried a 
knife, now, no one knew about that in the groups itself, and um, 1 am not proud o f it but 
at least it is out in the open.
JT: is there anything that supports that honest, that helps to sort of
PI : I think what people need to realise is you are in Broadmoor, you need to be open and 
honest, you cant bullshit them because a lot o f the staff they know when you bullshit, 
they have seen it all before, and jl wasn’t going to be one o f these statistics,) I was going 
to be one o f these people that is honest and open about my offending, and um, that is 
how I chose to be, came to Broadmoor, I chose to be totally honest and open, [because I 
thought the only way you are going to get out is being open and honest, and if  you don’t 
um, if  you don’t be open and honest it is just going to stay in Broadmoor a lot longer, I 
mean 1 have done ten and a ha lf years, now maybe it could have been less, |____________
JT: yeah 
P I: but
JT; do you think that Broadmoor could have helped provide anything to make it less, to 
make it
C om m ent [A 3 1 ]: Openness could have 
come earlier.
C om m ent [A 3 0 ]:  Not wanting to be a 
therapy ‘failure’ Examples where 
dishonesty is associated with longer stay 
can act as an incentive to be open.
C om m ent [A 2 9 ]: Hearing dishonesty 
promotes openness.
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PI: Um, |l think the waiting, I think the problem with some o f these groups in Newbury, 
at the time there was only one group room, I mean now you got 3 group rooms, and um, 
the problem was some groups you were waiting for years, some groups you was third on 
the list and you weren’t on the next group you was on the group afterwards, so um, I 
think what I would like to see is more group therapy sessions for different patients for 
different types o f thing, um, trying to get these patients out more sooner ________
JT: and thinking for you personally, I think that probably a major issue and the 
organisational stuff, you know, how much can we offer people and then being the right 
time, I am just thinking about timing as well, is there anything, were you, do you feel 
you were always ready to start that change
Com m ent [A32]: Resource
frustrations. Limited resources have a 
direct impact on progress.
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Appendix U -  Participant Information Sheet
West London Mental Health
NHS Trust
UNIVERSITY OF
# SURREY
Participant information sheet
We would like to invite you to take part in a Delphi study investigating the essential 
elements of high secure forensic inpatient services. This is a form of survey that is 
conducted over three rounds, in which you will be asked for your expert opinion on the 
study topic.
Before you decide whether to participate we would like to explain the purpose of the 
study and what participation will involve. Please take time to read the following 
information carefully and feel free to contact the principal investigator if there is 
anything that is not clear, or if you would like more information.
What is the purpose of the study?
The purpose of the study is to investigate expert opinion about the essential elements of 
high secure forensic services. The aim is to contribute to the understanding of what 
works for inpatients at this level of service provision. An element can include, but is not 
restricted to, ‘a person, intervention, method of working, or style of service organization 
that makes an important contribution to the improved clinical and/or functional status 
(outcomes) of patients’. The research aims to determine these elements from expert 
consensus, and investigate the degree of consensus as to how essential these elements 
are for patient outcomes. This study forms part of an educational project being 
conducted at the University of Surrey.
Why have I been invited?
You have been invited to participate as an expert with knowledge or experience in high 
secure forensic services. For the current research this is defined by anyone with 5 years 
clinical practitioner experience in a high secure inpatients setting, post qualification, and 
/ or holds a post in an academic institutions with a publication on outcome research in 
high secure forensic inpatient services in the last 5 years.
Do I have to take part?
No, participation is entirely voluntary. It is up to you to decide whether or not to 
participate. If you agree to participate you can choose to withdraw at any time during the 
research. If you choose to withdraw after your data has been aggregated for analysis, 
where your personal information (e.g. name) will be removed from your responses, it
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will be retained, as it cannot be used to identify you. You can withdraw without giving 
any reason, although you may be asked for your reasons why, if willing to give a 
response.
What will I be doing if I take part?
If you do decide to participate you will be asked to provide consent to confirm you have 
understood the purpose of the research, what the research will involve and how your 
information will be managed. You will then begin the study.
Participation in the Delphi study will involve 3 consultation stages:
Stage 1 -  you will be sent a questionnaire requesting information on your clinical and/or 
research high secure experiences for example discipline orientation/clinical training 
experience and years of service. You will also be invited to identify other experts who 
would meet criteria, who might also be contacted to be included in the study.
You will then be invited to read statements referring to a series of elements of high 
secure services derived from previous research evidence, and patient perspectives, and to 
rate your level of agreement with the statements associated with the elements. You will 
also be invited to contribute new elements not provided in statements, to promote 
inclusivity for the subsequent stages of the process. Participants’ responses will be 
reviewed by the research team to determine element inclusion for Stage 2.
Stage 2 - you will be sent a second questionnaire consisting of elements identified from 
Stage 1 and asked to rate the importance of each element on a scale.
Stage 3 -  You will then be re-sent the questionnaire from the second stage with 
additional information about each statement, including your initial rating and the level of 
agreement within the group of experts as a whole. You will be invited to reconsider your 
initial ratings from Stage 2, taking into consideration this new information. If a new 
rating is given, you will be invited to comment on reasons for changing your view.
It is estimated that each stage will take between 15-30 minutes, but participants may 
choose to take more or less time. It is anticipated the entire process will be conducted 
over a period of no longer than 3 months; this is to allow time to respond and review the 
expert opinions and ratings for subsequent stages.
What happens when the research study ends?
A summary of the findings will be offered to all those who participate, and contact 
details for the principal investigator will be provided if any further queries concerning 
the study arise. Response information will be stored on a password-protected computer 
at either the NHS or University site for the principal investigator. Data will be retained 
for a period of up to 10 years in accordance with Surrey University policy on data 
retention. The study will be written up for publication and contribute to an educational 
degree. All published data will be anonymous.
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Will taking part be confidential?
Yes. If you decide to take part, we will keep your information in confidence. All 
information (i.e. your consent form and questionnaire responses) will be accessed only 
by the principal investigator. Any experiences you refer to, or opinions you express, 
positive or negative, within the study will remain confidential and not be disclosed.
What are the benefits of taking part?
By participating it is hoped that your range of experiences will improve our 
understanding about the helpful aspects of high secure care, and ways in which we might 
evaluate these features to ensure patients receive the optimum care required to progress 
them through high security.
What if a problem arises?
If you have a concern about any aspect of this study, you should contact the principal 
investigator who will respond to any issues.
The study has been peer reviewed by the West London Mental Health Trust (WLMHT) 
Research and Development (R&D) Consortium; Mersey Care Research Governance 
Committee; The State hospital R&D department and the Nottinghamshire Healthcare 
Trust Research Management and Governance Department.
Following consultation with the WLMHT Consortium it was advised that the study did 
NOT require an application to the National Research Ethics Service (NRES) for Local 
Research Ethics Committee (LREC) approval. In accordance with the University of 
Surrey Research Ethics requirements the study was reviewed and given a favourable 
ethical opinion by the Faculty of Arts & Human Sciences Ethics Committee.
Contact details
If you have any questions concerning the proposed study please do not hesitate to 
contact the principal investigator:
James Tapp
Psychology Department, University of Surrey, Guildford, Surrey GU2 7XH, United 
Kingdom, e-mail: i.tapp@surrev.ac.uk. phone: 01483 68 2943.
Centralised Groupwork Service, Newbury Therapy Unit, Broadmoor hospital, 
Crowthome, Berkshire, RG45 7EG, e-mail: iames.tapn@wlmht.nhs.uk. phone: 01344 75 
4619.
Thank you for taking the time to read this information.
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Appendix V -  Delphi first round consultation
West London Mental Health IZ ZIB
UNIVERSITY OF
Invitation
Dear Practitioner / Researcher
We are contacting practitioners and researchers with experience and knowledge of UK 
high secure forensic inpatient services, or internationally equivalent services, with an 
invitation to participate in a Delphi study which will consist of 3 consultation rounds. 
The study is investigating expert consensus on the essential elements of high secure 
services that contribute to positive patient outcomes.
The study is being conducted as part of a postgraduate research programme under the 
supervision of Dr Fiona Warren and Professor Chris Fife-Schaw at the University of 
Surrey and Dr Estelle Moore and Professor Derek Perkins at Broadmoor hospital. We 
are inviting clinical practitioners who have a minimum of 5 years experience in this 
setting, whilst holding a postgraduate qualification. We are also inviting research 
practitioners who hold a post in an academic institution and have published any research 
on effectiveness in high secure forensic inpatient services in the last 5 years. If you meet 
either or both of these criteria and would be interested in participating, please continue 
to the Participant Information Sheet if you require further information, or to commence 
the Delphi consultation please continue to the next page.
Thank you for taking the time to consider this invitation.
Yours Sincerely
James Tapp 
Consent Form
Title of Study: High secure forensic service expert consensus of what works -  a Delphi 
study.
i. I understand that participation is voluntary and I am free to withdraw at any time, 
without giving any reason, up until my information has been aggregated and my 
personal information removed.
ii. I understand that my views as a participant will be treated confidentially.
Do you agree to go on? Yes / No (if not could you please tell us why)
I would like to request feedback from the study once completed. Yes / No
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Consultation - Round 1: Identifying essential elements of high secure forensic 
inpatient services
Essential elements of high secure forensic inpatient services can include, but are not 
restricted to, an intervention, method of working, style of service organization or staff 
approach to care delivery, that makes an important contribution to outcomes for patients.
In this first round you are requested to provide information about your expert knowledge 
and experience in high secure forensic inpatient services. You are also asked to review 
and comment on a series of statements that represent potentially essential elements 
relevant to this setting.
Instructions:
1. Please complete the expert knowledge/experience information sheet (Section 1).
1. Please rate your level of agreement with each statement (Section 2).
2. If you disagree with any of the statements you are invited to give a reason why you do 
not consider it to be valid.
3. Please provide additional expert opinion as to essential elements that are not 
represented in statements below (Section 3).
Section 1 - Expert knowledge and experience
General information
1. Title
2. Name
3. Gender
4. Preferred contact: (e.g. work address, e-mail, telephone)
Knowledge and experience
1. Professional / academic discipline (e.g. Nursing, Psychiatry, Psychology)
2. Occupational title(s)
3. Professional qualifications
4. High secure service name; years of clinical experience
6. Academic institution name; years of academic experience
8. Country(ies) of practice
9. Please indicate which theoretical models and / or therapeutic approaches inform your 
work (if applicable).
(e.g. behavioural, cognitive, cognitive-behavioural; eclectic / integrative, humanistic / 
existential, interpersonal, psychodynamic / psychoanalytic, recovery, systemic)
10. Please indicate your opinions about which sources of evidence for effectiveness are 
applicable to high secure services, and why.
11. If there are other experts you think it would be advisable to approach please provide 
contact details. Alternatively please forward the link for the consultation.
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Section 2 - Essential elements of high secure forensic inpatient services
The statements provided below describe essential elements of high secure forensic 
inpatient services, spanning a wide range of clinical disciplines. These have been 
derived from the available effectiveness research base for interventions in high secure 
services, and through individual interviews with patients in a UK high secure hospital.
Based on your experience and knowledge, please indicate your level of agreement with 
each statement. If you disagree with the described elements of care, please state your 
reasons. If the statement does not apply to your area of experience / knowledge, an 
option is provided to indicate this.
Scale:
1. Strongly Agree
2. Slightly Agree
3. Not applicable to my experience / knowledge
4. Slightly disagree
5. Strongly disagree
Essential elements of high secure services:
1. People with a diagnosis of schizophrenia should be provided with information 
about their individual diagnosis and intervention options to increase awareness 
and insight.
2. People should be included and provided with choices in care plan decision 
making to be motivated to engage with interventions.
3. Vocational opportunities should be provided to support people in re-gaining 
personal responsibility.
4. One-to-One psychological interventions should be offered for people to develop 
problem-solving skills.
5. Interventions should commence as soon as possible after admission to ensure 
time spent in high security is no longer than necessary.
6. Chlorpromazine or Benperidol should be offered to people with sexual offence 
histories and high sexual drive or arousal.
7. Dialectical Behaviour Therapy should be offered for people with personality 
disorder and problems of anger and hostility.
8. Delivering a consistently optimistic message of care and offer of support should 
be practiced to help people maintain hope about personal and pathway 
progression.
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9. One-to-One psychological interventions should be offered for people with
limited insight into personal difficulties.
10. Vocational opportunities should be provided to support improved social 
functioning.
11. Information about the high secure care pathway process from admission to
discharge should be available on admission, if not prior to, to emphasize that 
detention is temporary.
12. Cognitive Behavioural Therapy should be offered to reduce recidivism in people
with a history of sexual offending.
13. Clozapine should be offered to people with an increased risk of violence
associated with positive symptoms, which have been unresponsive to other 
antipsychotics.
14. Continuity of clinical staff is essential to promote the development and 
maintenance of supportive alliances.
15. Staff must safely challenge and not avoid people that push personal boundaries, 
to promote social learning and development of interpersonal skills.
16. Social skills training through role-play should be provided for people with 
offence histories of fire setting to improve interpersonal functioning.
17. Information about intervention options should be available to prepare people for 
what these involve.
18. Preventing incidents of violence and aggression is essential for maintaining 
people’s mental health welfare.
19. Topiramate should be offered for people with a primary diagnosis of 
schizophrenia, schizotypal and delusional disorders who exhibit aggressive 
behaviour.
20. Care plans should include achievable goals as markers for positive change.
21. Enabling progress from more secure to less secure environments within the high 
secure setting, with gradually increasing privileges, should be included as part of 
individual care plans.
22. Offering people an opportunity to discuss leaving high security is important to 
discuss and manage any anxieties.
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23. Information used for any clinical decision-making should be clearly 
communicated to understand how decisions have been reached.
24. Security procedures for restricting access to harmful substances, such as illicit 
drugs and alcohol are essential.
25. Lamotrigine should be offered as an augmentation treatment to Clozapine, when 
symptoms have achieved only a poor or partial response on Clozapine alone.
26. Non-judgmental staff attitudes towards mental illness or offending are essential 
to reduce feelings of stigmatization.
27. Clozapine should be offered to people who experience psychotic symptoms, 
which have been unresponsive to other antipsychotics.
28. CCTV monitoring should be implemented in the secure environment to reduce 
institutional incidents.
29. Staff must maintain confidentiality to demonstrate trustworthiness as a 
supportive alliance.
30. Electroconvulsive Therapy should be offered to people who experience 
symptoms that are resistant to other intervention options.
31. Staff should provide feedback on progress, whether positive or negative, to allow 
people to measure their success.
32. Family inclusion in care planning and clinical decision-making should be 
supported.
33. Group psychological interventions should be provided to support people in 
gaining insight from learning from relevant experiences of others.
34. Off-ward activities should be available to provide a sense of freedom and well­
being from being detained.
35. Antipsychotic medication dosage should adhere to British National Formulary 
(BNF) limits to minimize the risk of side effects outweighing the clinical 
benefits.
36. Security procedures that restrict therapeutic activities should be reviewed.
37. Gluten free dietary options should be available for people with a diagnosis of 
schizophrenia.
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38. Changes in care staff should be staggered to ensure new clinical care team 
members understand people’s care plans.
39. Care professionals must have an understanding of the interventions delivered in 
high security to be able to support people as they go through them.
Section 3 -  Additional essential elements of high secure forensic inpatient services 
Please include any essential elements from your expert knowledge / experience, which 
were not previously provided. For additional elements please indicate a source of 
evidence (e.g. empirical; experiential) where applicable.
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Appendix W -  Delphi second round consultation
West London Mental Health tWefH
SURREY
Dear Practitioner / Researcher
Thank you very much for recently participating in a Delphi study investigating expert 
consensus on the essential elements of high secure services that contribute to positive 
patient outcomes.
The first round of the survey is now completed and this is the second (penultimate) 
consultation stage.
Thank you once again for taking the time to participate in this study.
Yours sincerely 
James Tapp
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Consultation - Round 2:
Expert ratings of essential elements of high secure forensic inpatient services 
The following statements describe essential elements of high secure forensic inpatient 
services, spanning a wide range of clinical disciplines. These include elements from the 
first round of the survey and additional elements proposed by experts from this stage.
Based on your experience and knowledge, please indicate the level of importance which 
you would assign to each statement based on the definitions provided for the rating scale 
below.
If the statement does not apply to your area of experience / knowledge, an option is 
provided to indicate this.
Scale:
Essential - without this element of care the associated outcome would be severely 
impaired
Very Important - without this element of care the associated outcome would be 
effected, but not severely impaired
Important - this element of care is desirable, but its absence would not have a direct 
effect on the associated outcome
Unimportant - absence of this element of care would have minimal impact on the 
associated outcome
Undesirable - presence of this element of care would have a detrimental effect on the 
associated outcome 
Unable to comment
Estimated completion time 30 minutes
1. People should be provided with information about their individual diagnosis and 
intervention options when ready, to increase awareness and insight and reduce 
distress.
2. People should be included and provided with choices in care plan decision making to 
be motivated to engage with interventions.
3. Vocational opportunities should be provided to support people in re-gaining personal 
responsibility.
4. Interventions should commence as soon as possible after admission to ensure time 
spent in high security is no longer than necessary.
5. Delivering a consistently optimistic message of care and offer of support should be 
practiced to help people maintain hope about personal and pathway progression.
6. One-to-One psychological interventions should be offered for people with limited 
insight into personal difficulties.
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7. Vocational opportunities should be provided to support improved social functioning.
8. Information about the high secure care pathway process should be available on 
admission, if not prior to; to emphasize that detention is temporary.
9. Cognitive Behavioural Therapy should be offered to reduce recidivism in people 
with a history of sexual offending.
10. Clozapine should be offered to people with an increased risk of violence associated 
with positive symptoms, which have been unresponsive to other antipsychotics
11. Continuity of clinical staff is essential to promote the development and maintenance 
of supportive alliances.
12. Staff must safely challenge and not avoid people that push personal boundaries, to 
promote social learning and development of interpersonal skills.
13. Information about intervention options should be available to prepare people for 
what these involve.
14. Preventing incidents of violence and aggression is essential for maintaining people’s 
mental health welfare.
15. Care plans should include achievable goals as markers for positive change.
16. Enabling progress from more secure to less secure areas within the high secure 
setting, with gradually increasing privileges, should be included as part of individual 
care plans.
17. Offering people an opportunity to discuss leaving high security. is important to 
discuss and manage any anxieties.
18. Information used for any clinical decision-making should be clearly communicated 
to understand how decisions have been reached.
19. Security procedures for restricting access to harmful substances, such as illicit drugs 
and alcohol are essential for limiting adverse clinical and functional outcomes.
20. Non-judgmental staff attitudes towards mental illness or offending are essential to 
reduce feelings of stigmatization.
21. Clozapine should be offered to people who experience psychotic symptoms, which 
have been unresponsive to other antipsychotics.
22. CCTV monitoring should be implemented in the secure environment to reduce 
institutional incidents.
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23. Staff should provide feedback on progress, whether positive or negative, to allow 
people to measure their success.
24. Families should be informed about and included in care planning and clinical 
decision-making to support these processes
25. Group interventions and activities should be provided to support people in gaining 
insight from learning from relevant experiences of others.
26. Off-ward activities should be available to provide a sense of freedom and well-being 
from being detained.
27. Security procedures that restrict therapeutic activities should be reviewed to ensure a 
balance between physical and relational security.
28. Changes in care staff should be staggered to ensure new clinical care team members 
understand people’s care plans.
29. Care professionals must have an understanding of the interventions delivered in high 
security to be able to support people as they go through them.
30. One-to-One psychological interventions should be offered for people for developing 
problem-solving skills.
31. Dialectical Behaviour Therapy should be available for people with borderline 
personality disorder characteristics who exhibit problems of anger and hostility.
32. Social skills training through role-play should be provided for people with offence 
histories of fire setting if poor interpersonal functioning has been identified as a risk 
factor in offending.
33. Topiramate should be considered for people with a primary diagnosis of 
schizophrenia, schizotypal and delusional disorders who exhibit aggressive 
behaviour.
34. Lamotrigine should be considered as an augmentation treatment to Clozapine for 
people with schizophrenia when symptoms have achieved only a poor or partial 
response on Clozapine alone.
35. Staff must maintain confidentiality to demonstrate trustworthiness as a supportive 
alliance except where concerns about risks are shared.
36. Where possible antipsychotic medication dosage should adhere to British National 
Formulary (BNF) limits to minimize the risk of side effects outweighing the clinical 
benefits.
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37. Communication and comprehension skills of people should be assessed to ensure 
appropriate care planning is conducted and interventions that would be difficult to 
cope in are not offered.
38. Individual and group CBT for psychosis interventions should be offered to both 
manage symptoms and identify consequences of symptoms such as distress and risk.
39. Care pathways should be integrated into the care planning process to provide a 
comprehensive and clear view of required interventions, which should be reviewed.
40. People with treatment resistant schizophrenia and low pretreatment neutrophil levels 
should be provided alternative medication for example Clozapine with granulocyte 
colony-stimulating factor (G-CSF).
41. People refusing treatment resistant schizophrenia who are refusing oral clozapine but 
experience positive symptoms and prolonged detention / seclusion incidents should 
be considered for naso-gastric clozapine.
42. Establishing a body of evidence for the impact of clinical interventions and the 
interaction between pharmacological and psychological interventions is important, 
particularly where co-morbidity exists.
43. Multidisciplinary care is important in challenging people to think in different ways 
and maximises benefits from interventions and risk assessment.
44. Staff need training and emotional support to enable them to work towards the future 
progress of people in their care.
45. Education is essential in high security to improve literacy skills.
46. Pharmacists should be included in the multidisciplinary care process to optimise 
medication effectiveness and safety.
47. Clear clinical strategies and evidence based approaches to working with people are 
needed to support staff motivation and interest in delivering care within a unified 
treatment philosophy.
48. Maintaining links with lower tier secure services is essential for moving people on 
from high secure services.
49. Sufficient staffing levels are essential in being able to develop and provide 
appropriate levels of relational security to safely manage risks.
50. Schema therapy should be offered for people with a history of personal trauma and a 
diagnosis of personality disorder.
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51. Off-ward occupational and social activities are essential in permitting people to 
practice skills learned in therapy in a safe environment and professionals to 
determine whether intervention skills provision has been effective.
52. Non-essential non-clinical tasks should be kept to a minimum to maximise clinical 
service provision.
53. Substance misuse interventions focusing on the functional relationships between 
substances offending and mental health are essential given the prevalence of 
substance misuse problems.
54. Negotiating personal room access should be permitted to increase autonomy and 
allow people to take respite from the ward environment when needed.
55. Intervention provision should be informed by individual formulation to offer 
responsive care to complex needs, which would not be as easily identified from 
medical diagnoses.
Please re-enter your e-mail address
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Appendix X -  Delphi third round consultation
West London Mental Health fJ/m A
N H S  T r u s t
UNn^RSfTYOF
High secure forensic service expert consensus of what works -  a Delphi study.
Dear (Insert name)
Thank you for completing the second Delphi consultation stage investigating expert 
consensus on the essential elements of high secure forensic inpatient services. Below is 
the third and final stage of the consultation.
Statements from the second round are provided below with the group level of expert 
agreement. Information is also provided on how many experts responded to the 
statement and what your initial rating was (labeled ‘Initial rating’). In this final round 
you are invited to revise your initial rating based on the presented feedback.
Once the form is completed please return it to me via the e-mail address provided below. 
The deadline for this final stage is the 25th June.
If you had any queries please do not hesitate to contact me.
Yours Sincerely
James Tapp 
i .tappfoteurrev.ac.uk
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Consultation - Round 3: Expert ratings feedback.
Please follow the instructions below for the final Delphi consultation round.
Instructions:
1. Based on the feedback please indicate in the allocated space (labeled ‘Revised 
rating’) your rating for each statement, whether this has changed or not.
2. If the revised rating differs from the group majority, indicated by the highest 
agreement level, please provide a brief comment on the reason for your rating in 
the space provided (labeled ‘Reason for rating’).
Scale:
Essential - without this element of care the associated outcome would be severely 
impaired
Very Important - without this element of care the associated outcome would be 
effected, but not severely impaired
Important - this element of care is desirable, but its absence would not have a direct 
effect on the associated outcome
Unimportant - absence of this element of care would have minimal impact on the 
associated outcome
Undesirable - presence of this element of care would have a detrimental effect on the 
associated outcome 
Unable to comment
Example of feedback
Rating Essential
(1)
Very
Important
(2)
Important
(3)
Unimportant
(4)
Undesirable
(5)
Unable
to
comment
(6)
N Initial
rating
Revised
rating
Agreement 
level (%)
64.6 27.1 8.3 0 0 0 48
Reason for rating:
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Appendix Y -  West London Mental Health Trust R&D confirmation letter
West London Mental Health U lLiR
NHS Trust
Mr Jam es Tapp
Assistant Research Psychologist 
Centralised Grcupwork Service 
Newbury Therapy Unit 
Broadmoor Hospital 
Crowthome 
Berkshire R645 7EG
London West Mental Health R&D Consortium
R&D Office, Trust Headquarters 
St Bernard's Wing 
Uxbridce Road, 
Middlesex, UB1 3EU
Tel: 020 8354 8733 
Fax: 020 8354 8733 
Email: rd.ofSœj3jwlmht.nhs.uk
1 December 2011
Dear Mr Tapp
Re: High secure forensic service consensus of what works -  a Delphi study 
LREC Ref:
R&D Reference Number: TAPJW1104
I can confirm that the above project does not require ethical approval as  it involves participants who are not 
patients.
Best wishes
Maria Tsappis
Research Governance Officer
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Appendix Z -  R&D approvals from UK high secure hospital sites
West London Mental Health
NHS Trust
Mr James Tapp
Assistant Research Psychologist 
Broadmoor Hospital
Centralised Groupwork Service 
Newbury Therapy Unit 
Crowthome
Berkshire RG45 7EG
London West Mental Health R&D Consortium
R&D Office, Trust Headquarters 
St Bernard’s Wing 
Uxbridge Road, 
Middlesex, UB1 3EU
Te: 020 8354 8738
Fax: 020 8354 8733
22 December 2011
Dear Mr Tapp
Re: High secure forensic service expert consensus of what works -  a Delphi study
LREC Ref:
R&D Reference Number: TAPJW1104
I am pleased to confirm that the above study has now received a full R&D approval, and you may continue
your research in West London Mental Health Trust. May I take this opportunity to remind you that during
the course of your research you will be expected to ensure the following:
* Patient contact: only trained or supervised researchers who hold the appropriate Tmst/NBS contract 
(honorary or full) with each Trust are allowed contact with that Trust’s patients. If any researcher on the 
study does not hold a contract please contact the R&D office as soon as possible.
• Informed consent; original signed consent forms must be kept on file. A copy of the consent form 
must also be placed in the patient’s notes. Research projects are subject to random audit by a member 
of the R&D office who will ask to see all original signed consent forms.
• Data protection: measures must be taken to ensure that patient data is kept confidential in 
accordance with the Data Protection Act 1998.
» Health and safety: all local health & safety regulations where the research is being conducted must
be adhered to.
♦ Adverse events: adverse events or suspected misconduct should he reported to the R&D office and 
the Ethics Committee.
* Project update: you will be sent a project update form at regular intervals. Please complete the form 
and return it to the R&D office.
» Publications: it is essential that you inform the R&D office about arty publications which result from
your research.
# Ethics: R&D approval is based on the conditions set out in the favourable opinion letter from the 
Ethics Committee. If during the lifetime of your research project, you wish to make a revision or 
amendment to your original submission, please contact both the Ethics Committee and R&D Office as 
soon as possible.
• Please ensure that all members of the research team are aware of their responsibilities as 
researchers.
We would like to wish you every success with your project.
Youfs sihceneiy
IWtititi i aappiü
Research Governance Officer
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Mersey Care
NHS T rust
Research & Development D epartm ent
Hostel 1 
Parkbourn 
Maghull 
Merseyside L311H W  
Tel: 0151 471 2638 
Fax: 0151 473 2853
Mr James Tapp
Assistant Research Psychologist 
West London Mental Health Trust 
Broadmoor Hospital 
Centralised Groupwork Service 
Newbury Therapy Unit 
Crowthome 
Berkshire 
RG45 7EG
9th March 2012
Dear Mr Tapp
Formal Letter of Approval 
Trust Ref: 2012/7
Title: High secure forensic service expert consensus of what works -  a Delphi study
Thank you for considering Mersey Care NHS Trust as a potential site for your research. 
Your research application was reviewed by the Trust’s Research Governance Committee 
on the 26th January 2012. The Committee were willing to approve the study subject to 
the approval of High Secure Services Clinical Business Unit (HSSCBU)
Mrs Tracy Wilkins, R&D Lead for HSSCBU has confirmed that your application has 
been reviewed by the Research & Effectiveness Group and has been given approval. 
The professional representatives have agreed to aid recruitment in addition to Mrs 
Wilkins.
Accordingly, please take this letter as confirmation of Trust R&D approval on the basis 
described in the application form, protocol and supporting documentation as revised. 
Please take this letter as Trust R&D approval.
325
Under the new Governance Arrangements for Research Ethics Committees (GafREC) 
issued by the UK Health Departments, which came into effect on the 1st September 
2011, the above study no longer falls within the remit of NHS Research Ethics 
Committees (REC) and therefore does not require REC review.
Please read the attached ‘Information fo r Researchers -  Conditions o f  Research 
Governance Approval’ leaflet, which details the research governance R&D approval 
conditions. Please contact the R&D Office should you require any further information. 
You may need this letter as proof of your approval.
Please note when contacting the R&D office about your study you must always provide 
the project reference number quoted above.
May I wish you every success with your research.
Yours sincerely
Mrs Pauline Parker
R&D Manager for and on behalf of
Dr David Feamley, Medical Director
Sponsor contact: West London Mental Health Trust
Attn: Angela Williams 
Room 3-17, 3rd Floor, West Wing 
St Paneras Hospital, London NW1 OPE
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N ottingham shire H ealthcare f k ’i B
W T 3
Posttlvg aboi/t hteKtal health awd disability
NHS Trust
Research Management and Governance 
Institute of Mental Health 
2nd Floor, Duncan MacMillan House 
Porchester Road 
Nottingham
Tel: 0115 969 1300
E-mail: emma.pearson@nottshc.nhs.uk
Local Ref: FOR/05/03/12 
Date: 06th March 2012
Mr James Tapp
West London Mental Health Trust 
Broadmoor Hospital 
Centralised Groupwork Service 
Newbury Therapy Unit 
RG45 7EG
Mr Tapp
I am writing to confirm that NHS permission for research has been granted for the 
following study.
Title: High secure forensic service expert consensus of what works.
Sites/ services that have been given NHS permission: Nottinghamshire Healthcare 
NHS Trust -  Rampton Hospital
NHS permission for the above research has been granted on the basis described in 
the application form, protocol and supporting documentation.
Study Summary: The study aims to investigate what the essential elements of high 
secure services are that contribute to improvements for patients
Impact: Staff will be invited to complete 3 on line questionnaires over a period of 4 
months that are expected to take approximately 30-50 minutes to complete. They will be 
contacted via email by their managers. There are no Service Support Costs associated 
with the study.
Please note that Nottingham Healthcare NHS Trust is required to monitor research to 
ensure compliance with the Research Governance Framework and other legal and
Start Date: 06/03/2012 End Date: 06/09/2012
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regulatory requirements. This is achieved by random audit of research and requesting the 
completion of a brief progress report every 6 months.
You can now proceed with your study in accordance with the agreed protocol. Please 
keep this letter with you during the course of your research to confirm that you have 
Directorate and RMG Department approval, to gain access to the areas where your 
research is taking place.
If you or others have concerns please contact the RMG department by email to 
emma.pearson@nottshc.nhs.uk
We wish you well with your work. 
Yours sincerely
Shirley Mitchell
Head of Research Management and Governance
Conditions of Trust approval are as follows.
1. All members of the research team should familiarise themselves with all relevant 
policies and procedures, including the Trust policy GG/CG/04 -  staff conducting, 
hosting or collaborating in research (note, currently being revised).
2. The Chief Investigator, and all other members of the research team, should comply 
with any regulations applicable to the study, including, but not limited to: The NHS 
Research Governance Framework for Health and Social Care (2005), T he . 
Declaration of Helsinki (2000), The UK Medicines for Human Use (Clinical Trials) 
Regulations (2004), ICH Good Clinical Practice guidelines (1997), The Human 
Tissue Act (2004), The Data Protection Act (1998), The Mental Capacity Act 
(2005).
3. The Chief Investigator should ensure that all members of the research team are 
suitably qualified and experienced, and adequately supervised. This should include 
training in informed consent procedures and GCP, where necessary.
4. Research governance should be notified within the same timeframe of notifying REC 
of any major changes to the study, which may include changes to the team, requiring 
honorary contracts or letters of access to be issued, changes to timescales or changes 
in procedures.
a. Any changes in the protocol or documentation should be approved by the ethics 
committee and research governance.
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5. Care professionals should be informed of their patients’ participation in the research.
6. The protocol should be adhered to; any deviations should be notified to research 
governance.
7. Suitable arrangements for archiving should be made in accordance with the 
guidelines of the sponsor, and research governance should be kept informed of any 
changes or failures in archiving arrangements, including failures in safe preservation 
of electronic data. Failure to report such losses will result in disciplinary 
investigation of Trust staff, and a disciplinary enquiry of external researchers, which 
could result in the rescinding of rights to carry research in the Trust.
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James Tapp
Psychology Research Assistant 
Broadmoor Hospital
Friday the 3rd of February 2012
Dear James,
Re: High secure forensic service expert consensus of what works -  a Delphi study
Many thanks for your research proposal that was reviewed by the TSH Research 
Committee on Thursday the 26th January 2012. The committee found the proposal to be 
an interesting piece of work, and are happy to approve the study. This letter will be 
copied to the Associate Medical Director along with evidence of your ethical approval, 
and will subsequently provide final management approval for the study to take place 
within TSH.
One condition of the research committees’ approval is that you provide the committee 
with regular 6-monthly progress reports. This is an important mechanism by which the 
committee track progress, and is also a key component of our research governance 
processes.
If you require any further assistance, or have any feedback on the Research approval 
process then please do not hesitate to contact me.
Yours sincerely
JAMIE PITCAIRN
Research & Development Manager
The State Hospital
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Appendix AA -  University of Surrey FAHS EC approval letter
UNIVERSITY OF
SURREY
Ethics C om m ittee
James Tapp 
Psychology 
FAHS
16 February 2012  
Dear Mr Tapp
H igh secu re  fo r e n s ic  serv ice  e x p e r t  c o n se n su s  o f  w h a t  w o rk s  - a D e lp h i stu d y  
EC/2012/05/FAH S
On behalf o f the Ethics Committee, I am pleased to  confirm a favourable ethical opinion for the 
above research on the basis described in the submitted protocol and supporting 
documentation.
Date o f confirmation o f ethical opinion: 16 February 2012.
The final list o f docum ents reviewed by the Committee is as follows:
Document-
Summary of the project_____________________________________
Detailed protocol for the project_____________________________
Invitation letter______________________________________________
Information sheet for participants____________________________
Consent fo r m ______________________________________________
Questionnaire_______________________________________________
Risk assessm ent (NHS letter)_________________________________
NHS letter confirming project passed peer review __________
NHS letter confirming study received a full R&D Approval 
NHS letter confirming project does not require ethical approval
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research. If the project includes distribution of a survey or 
questionnaire to members of the University community, researchers are asked to include a 
statem ent advising that the project has been reviewed by the University's Ethics Committee.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earlier than expected with  
reasons. Please be advised that the Ethics Committee is able to  audit research to ensure that 
researchers are abiding by the University requirements and guidelines.
You are asked to note that a further submission to  the Ethics Committee will be required in the  
event that the study is not com pleted within five years o f the above date.
Please inform me w hen the research has been completed.
é r
Yours sincerely____
Glenn Moulton
Secretary, University Ethics Committee 
Academic Registry
cc: Professor S Williamson, Chairman, Ethics Committee
